Non-medical skills and competencies needed by paraprofessional caregivers by Dix, Martha L.
Louisiana State University
LSU Digital Commons
LSU Doctoral Dissertations Graduate School
2005
Non-medical skills and competencies needed by
paraprofessional caregivers
Martha L. Dix
Louisiana State University and Agricultural and Mechanical College
Follow this and additional works at: https://digitalcommons.lsu.edu/gradschool_dissertations
Part of the Human Resources Management Commons
This Dissertation is brought to you for free and open access by the Graduate School at LSU Digital Commons. It has been accepted for inclusion in
LSU Doctoral Dissertations by an authorized graduate school editor of LSU Digital Commons. For more information, please contactgradetd@lsu.edu.
Recommended Citation
Dix, Martha L., "Non-medical skills and competencies needed by paraprofessional caregivers" (2005). LSU Doctoral Dissertations.
2846.
https://digitalcommons.lsu.edu/gradschool_dissertations/2846
NON-MEDICAL SKILLS AND COMPETENCIES 
NEEDED BY PARAPROFESSIONAL CAREGIVERS  
 
 
 
 
 
 
 
 
 
 
 
 
 
A Dissertation  
Submitted to the Graduate Faculty of the 
Louisiana State University and 
Agricultural and Mechanical College 
in partial fulfillment of the 
requirements for the degree of  
Doctor of Philosophy 
 
in 
 
The School of Human Resource Education and Workforce Development 
 
 
 
 
 
 
 
 
 
 
By 
Martha Lynn Dix-Galloway 
B.S.E., University of Central Arkansas, 1977 
M.S.E., University of Central Arkansas, 1983 
August 2005 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© Copyright 2005 
Martha Lynn Dix-Galloway 
All rights reserved 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 ii 
ACKNOWLEDGMENTS 
 
     There can be no conclusion to this process without acknowledging the many that 
helped see it to fruition.  Although it certainly isn’t sufficient, I offer my heartfelt 
thanks to Dr. Geraldine Johnson for her guidance through the process and her calming 
demeanor.  Even with a demanding schedule she graciously accepted the request to 
chair my committee.  Thanks go to Dr. Michael Burnett who, in addition to his research 
guidance, supported distance education opportunities within the School of Human 
Resource Education and Workforce Development that helped me so much.  Thanks go 
to Dr. Betsy Garrison who stood at the ready with her continual optimism and steadfast 
support and for providing an important link to my beloved “Home Economics” 
background.  Thanks go to Dr. Krisanna Machtmes who, without hesitation, joined my 
committee in mid-stream with the enthusiasm and familiarity of an old friend.  Thanks 
go to my Dean’s Representative, Dr. Jan Hondzinski for her involvement and 
contributions to the process.   
     And it certainly goes without saying, how important was the ongoing support of 
loved ones. I can’t begin to name the multitude of friends and family who regularly 
asked about my progress and prayed for my success.  A very special word of thanks 
goes to my husband, Dave Galloway, and my mother, Martha Dix, for their special 
support and encouragement.  Of course my family is my rock – my husband, my 
parents, my brothers and their families, my stepchildren and grandchildren, in-laws, 
aunts, uncles, cousins and critters.  God has blessed me to have you all in my life and 
the love that binds us together so closely.  For your unending love, support and 
encouragement, I am eternally grateful. 
 iii 
TABLE OF CONTENTS 
 
ACKNOWLEDGMENTS......................................................................................... iii 
LIST OF TABLES ...................................................................................................viii 
LIST OF FIGURES .................................................................................................. ix 
ABSTRACT .............................................................................................................x 
CHAPTER 
1     INTRODUCTION..............................................................................................1 
            Purpose of Study............................................................................................6 
            Objective........................................................................................................7 
            Assumptions ..................................................................................................7 
            Definitions ....................................................................................................7 
2    THE REVIEW OF LITERATURE ....................................................................9 
Chapter Overview..........................................................................................9 
Introduction ...................................................................................................10  
            Changing Demographics ...............................................................................12 
                 The Aging Population ..............................................................................12 
                 Demands of an Aging Population.............................................................16 
            Caregivers......................................................................................................19 
                 Growing Demand .....................................................................................19 
                 Paraprofessional Titles .............................................................................20 
                 Training Requirements ............................................................................22 
             Long-term Care Services and Training ........................................................24 
                  Past and Present Sources .........................................................................24 
                  New Sources ...........................................................................................29 
                  Postsecondary Training Institutions .......................................................32 
                  Certificate and Short-term Training .......................................................34 
Established Paraprofessional Caregiving Curricula and Certification .........36       
      A Model Curriculum and Teaching Guide ..............................................36 
      Unified Training Curriculum...................................................................38 
      Home Care Aide Association of America ...............................................39 
            Changing Skill Needs ....................................................................................42 
            Filling in the Gaps: What Exists and What is Needed ..................................46 
            Focus on Home Based Services ...................................................................47 
            Other Potential Recipient Groups..................................................................49 
            Delphi as the Choice of Methodology ..........................................................50             
                  Bias,Validity and Reliability ..................................................................53 
                  Delphi Limitations ..................................................................................54 
                  Delphi Method Application Examples ...................................................58 
Summary........................................................................................................60 
 iv 
3       METHODS AND PROCEDURES ..................................................................63 
             Methodology ................................................................................................63 
             Population and Panel Selection ....................................................................64 
                   Target Population ..................................................................................64 
             Panel Selection ............................................................................................64 
                   Sample ...................................................................................................70 
            Instrument Development ..............................................................................72 
            Instrumentation Procedure and Data Collection ...........................................74 
                   Round 1 Preparations .............................................................................74 
                   Round 1 Process ....................................................................................75 
                   Round 2 Process ....................................................................................77 
                   Round 3 Process ....................................................................................79 
                   Data Analysis Techniques .....................................................................81 
 
4       SURVEY PROCESS AND RESULTS............................................................83 
            Results of the Study.......................................................................................83 
                    Quantitative Results...............................................................................83 
                    Round 1 Results ....................................................................................84 
                    Round 2 Results ....................................................................................91 
                    Round 3 Results ....................................................................................98 
                    Qualitative Results ................................................................................106 
                    Summary of Results .............................................................................108 
 
5       DISCUSSION...................................................................................................109 
            Introduction ..................................................................................................109 
            Limitations of the Study ...............................................................................110 
            Conclusions, Recommendations and Implications .......................................113 
            Summary........................................................................................................122 
 
REFERENCES .........................................................................................................125 
APPENDIX A: INSTUTIONAL REVIEW BOARD APPLICATION ...................134 
 
APPENDIX B: QUESTIONNAIRE FOR ESTABLISHING THE DELPHI  
PANEL .....................................................................................................................136  
 
APPENDIX C: INTRODUCTORY TELEPHONE SCRIPT ...................................137 
 
APPENDIX D: NOMINEE SOLICITATION LETTER .........................................138 
 
APPENDIX E: NOMINEE SOLICITATION REMINDER LETTER ....................139 
 
APPENDIX F: POTENTIAL PARTICIPANT THANKS/PANEL COMPLETE....140 
 
APPENDIX G: ALL PARTICIPANTS INTRODUCTORY LETTER ...................141 
 
 v 
APPENDIX H:  SURVEY DETAILS.......................................................................142 
 
APPENDIX I: ROUND 1 LETTER/ELECTRONIC PARTICIPANTS...................144 
 
APPENDIX J: ROUND 1 SURVEY DOCUMENT.................................................145 
 
APPENDIX K: ROUND 1 LETTER/MAIL PARTICIPANTS................................148 
 
APPENDIX L: ROUND 1 SURVEY RETURNED WITHOUT PROBLEM .........149 
 
APPENDIX M: ROUNDS 1, 2, AND 3 SURVEY RETURN ATTEMPTED WITH 
PROBLEM ................................................................................................................150 
 
APPENDIX N: ROUND 1 REMINDER LETTER/MAIL SURVEY DOCUMENT 
COMPLETION .........................................................................................................151 
 
APPENDIX O: ROUND 1 REMINDER LETTER/ELECTRONIC SURVEY 
DOCUMENT COMPLETION..................................................................................152 
 
APPENDIX P: ROUND 2 ELECTRONIC SURVEY DOCUMENT .....................153 
 
APPENDIX Q: ROUND 2 U.S. MAIL SURVEY DOCUMENT ............................159 
 
APPENDIX R: ROUND 2 LETTER FOR ELECTRONIC AND MAIL 
PARTICIPANTS.......................................................................................................165 
 
APPENDIX S: ROUND 2 ELECTRONIC SURVEY RETURN/REPAIR  
NOTICE ....................................................................................................................167 
 
APPENDIX T:  ROUND 2 REMINDER LETTER/ELECTRONIC SURVEY 
DOCUMENT COMPLETION..................................................................................168 
 
APPENDIX U: ROUND 3 ELECTRONIC SURVEY DOCUMENT......................169 
 
APPENDIX V: ROUND 3 U.S. MAIL SURVEY DOCUMENT ...........................176 
 
APPENDIX W: ROUND 3 LETTER FOR ELECTRONIC AND U.S. MAIL 
PARTICIPANTS  .....................................................................................................183 
 
APPENDIX X: ROUND 3 REMINDER LETTER FOR ELECTRONIC AND U. S. 
MAIL PARTICIPANTS............................................................................................184 
 
APPENDIX Y: ROUND 3 SURVEY RETURNED WITHOUT PROBLEM .........185 
 
APPENDIX Z: FINAL THANK YOU LETTER ....................................................186 
 
 vi 
APPENDIX AA: ROUND 1 PANELIST COMMENTS BY SKILL/COMPETENCY 
CATEGORY .............................................................................................................187 
 
APPENDIX BB: ROUND 2 PANELIST COMMENTS AND  
CORRESPONDENCE .............................................................................................188 
 
APPENDIX CC: ROUND 3 PANELIST COMMENTS BY SKILL/COMPETENCY 
AND CATEGORY....................................................................................................191 
 
VITA .........................................................................................................................203 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 vii 
LIST OF TABLES 
1. Montana Caregiver Training Requirements .................................................29 
2. Qualifying Questions, Results and Comments Regarding Establishment of the 
Delphi Panel .................................................................................................67 
 
3. Results of Process to Establish the Delphi Panel .........................................69 
4. Number of Surveys Sent, Returned and Useable for Each Delphi Round ....81 
5. Number of Delphi Panelists with Expertise in Non-medical Skills and 
Competencies Needed by Paraprofessional Caregivers Who Rated Each 
Skill/Competency as Important ....................................................................85 
 
6. New Additions to the list of Skills/Competencies as Suggested by Delphi 
Participants During the Round 1 Survey Process..........................................88 
 
7. Round 2 Survey Results Listing Importance of Skills/Competencies Needed by 
In-home Paraprofessional Caregivers as perceived by Delphi Panelists with 
Expertise Regarding Non-medical, In-home Caregiving Skills/Competencies 
Needed by Paraprofessional Caregivers. .......................................................92 
 
8. Round 3 Survey Results Listing Importance of Skills/Competencies Needed by 
In-home Paraprofessional Caregivers as perceived by Delphi Panelists with 
Expertise Regarding Non-medical, In-home Caregiving Skills/Competencies 
Needed by Paraprofessional Caregivers ........................................................99 
 
9. Overall Results from Round 3 Based on Group Means as Determined by Delphi 
Participants ...................................................................................................106 
 
 
 
 
 
 
 
 
 
 viii 
LIST OF FIGURES 
1. Comparison of the growing 85+ population to the 65+ population ..............13 
2. Comparison of the 65+ population to the primary caregiver population ......14 
3. Formal Care Service Usage ...........................................................................19 
4. Long-term Care Services Compared .............................................................48 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 ix 
ABSTRACT 
 
     This research effort was intended to identify the non-medical job skills projected to 
be needed by in-home paraprofessional caregivers of today and beyond as indicated by 
a Delphi panel of caregiving experts from public and private business areas as well as 
academia.  Thirty Delphi participants were selected based on a qualifying questionnaire.  
Actual respondents, however, numbered 29 for Round 1, 24 for Round 2 and 23 for 
Round 3.   
     Each round asked participants to respond to a survey as prompted by an open ended 
statement.  Within the Round 1 process, participants indicated which non-medical skills 
from the prepared list they considered important to current and future paraprofessional 
in-home caregivers.  They also added any other skills they believed to be worthy of 
consideration.  Round 1 presented a prepared list of 68 skills in 7 categories.  Round 2 
presented 128 skills in 8 categories for which panelists provided ratings from a Likert-
type scale.  Round 3 presented 130 skills of which individually identified revisions were 
solicited toward consensus.  This round produced 3 new skills which were not rated.  
Overall the final round achieved consensus ranging from 71% to 100% on all 130 rated 
items. 
     Over the three rounds, 133 skills were identified and 130 acknowledged as having 
some level of importance to the effectiveness and efficiency of the paraprofessional in-
home caregiver.  All skills/competencies receiving rating consideration by the Delphi 
panelists were considered to possess some degree of importance.  Importance ratings 
assigned by participants considered 29 as Extremely Important, 56 Very Important, 35 
Important, 10 Somewhat Important while none were considered Not Important.    
 x 
CHAPTER 1 
INTRODUCTION 
     “When your loved one falls ill or becomes too frail to manage alone, who will 
provide her care and companionship when you cannot be with her?”  (Aspen Institute, 
2001).  This is a question the Aspen Institute has asked in response to the burgeoning 
direct care crisis.  They have acknowledged that no matter where that loved one may be 
receiving care, eight out of every ten hours of paid care come from a personal care 
attendant, a home health aide or a certified nurse’s aide.  And typically, these 
paraprofessionals have received the equivalent of one month or less of formal training 
(Aspen Institute, 2001, p. 6). 
     The Institute of Medicine Committee on Improving Quality in Long-Term Care 
(Institute of Medicine, 2001) stated that nursing assistants comprise the largest 
proportion of caregiving personnel in nursing homes.  In addition, it has been through 
their efforts that most of the direct care is provided, however, they have received little 
in the way of training.  The training requirements for home health aides are similar to 
those for nursing assistants as set forth within the Omnibus Budget Reconciliation Act 
[OBRA] of 1987.  Medicare training requirements of home health aides has been 
identical to those required by nursing assistants in nursing homes. For both nursing 
assistants and home health aides, federal requirements have included 12 hours of annual 
in-service training (Institute of Medicine, 2001). 
      Beyond the regulations just mentioned, “there are no federal training standards for 
direct-care workers in home- and community-based settings.  While some states require 
as much as 40 hours of training for home care or personal care assistants, others require 
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none at all” (Paraprofessional Health Care Institute, 2003a, p. 24). 
     The National Governors’ Association Center for Best Practices has acknowledged 
the challenges as well as opportunities that the United States will encounter in efforts to 
care for the aging population (Feldman & Desonia, 1999).   
     …the nation will devote ever more attention to long-term care issues because of the  
     projected increase in the elderly population.  The elderly growth rate is predicted to  
     remain steady until 2010; however, by 2030 one in five Americans will be elderly.    
     More significantly, the oldest population (85 years and over) is predicted to double  
     between 1990 and 2010, and more than double again by 2040.  This population  
     growth is significant because of the increased prevalence of disability in the oldest  
     population. (p. 1)  
 
     The global nature of this problem further illustrates its significance.  Australia has 
currently been working to address the “overall growth in the ageing cohort” (p. 4).  
“The Australian Bureau of Statistics suggests that in 30 years time those aged 65 and 
over will represent 21.3% of the population and by 2051 they could represent 25%…” 
(p. 4)  Other countries such as Canada, Germany, Japan, and New Zealand expect the 
65+ population to double over the next 50 years (Booth, Jenkins & Roy, p. 4).  
     Troisi (2001) further verified this as a global issue when he declared that many 
developing countries face the same challenges with an aging population.  And the 
deficiency of trained caregivers extends to these areas as well to further compound the 
problem.   
     The growth rate of the elderly population has been important to current and future 
needs alike. The demand for knowledgeable and dedicated caregivers, while important 
today, is certain to increase in the future.  As the Paraprofessional Healthcare Institute 
(2003b) summarized, the “consumers of long-term care services cherish independence, 
which is often made possible by a paid caregiver who provides support and assistance 
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with a wide range of tasks, from personal care to shopping and bill paying” (p. 3).  It 
can be no surprise just how important a knowledgeable and dedicated caregiver can be 
in enhancing the quality of life of those they serve (Paraprofessional Health Care 
Institute, 2003b).  Schure (2001) advised that the health care industry recognizes the 
aging population as the greatest challenge they face today and for the next several years 
to come.   “The baby boomers will probably employ every breakthrough technology or 
variation of health care…in their golden years.  Advanced technology will also keep 
these boomers living longer and therefore will extend the demand on workers in health 
care fields” (p.1).  This generation has grown accustomed to technological changes and 
innovations.  They have experienced the benefits from the growing technology in their 
automobiles, home and office computers and appliances.  They will also expect these 
same technological improvements to continue to benefit them throughout their lifetime 
(Coughlin, 1999).   
     To further add to the significance of these matters, the proceedings of a Caregiver 
Empowerment Summit in July, 2001 detailed the immediacy of these caregiving 
concerns (Toward a National Caregiving Agenda, 2001). 
          Between 1987 and 1997 the number of households in the United States caring for 
     family members or friends over age 50 tripled to over 22 million.  Caregiving now  
     preoccupies one in every four households.  Its prevalence is growing, as more than 7  
     million older adults have long-term care needs now.  More than 10 million will have  
     such needs by 2020 and 14 million by 2040 (p. 2).       
 
     Super, (2002) in the background paper for the National Health Policy Forum raised 
the concern that recent demographic data indicate that the need for caregivers is 
increasing, while the supply is steadily decreasing.  This workforce demand for 
caregivers has been further demonstrated within the Bureau of Labor Statistics (2004b) 
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Occupational Outlook Handbook 2004-05.  Within this section, the job outlook for 
personal and home care aides was described.  
          Excellent job opportunities are expected for this occupation, as rapid employment 
     growth and high replacement needs produce a large number of job openings. 
     Employment of personal and home care aides is projected to grow much faster than 
     the average for all occupations through the year 2012. (Bureau of Labor Statistics, 
     2004b) 
 
     But just exactly what is a personal and home care aide?  The Occupational Outlook 
Handbook 2004-05 has described them as providing wide ranging methods of 
assistance.  This can vary from home management functions to personal care and 
companionship.  In addition to their direct care duties, these aides may also serve to 
provide instruction and/or psychological support (Bureau of Labor Statistics, 2004b). 
     From this description, this job is primarily non-medical in nature. Obviously, from 
this description, dedicated and well-trained caregivers are highly regarded.  Not only 
can they provide an invaluable service to a specific individual in need, but to the general 
workforce as well.   
     Caldwell, Draughn and Tiller (1998) investigated the effects of eldercare demands 
on the caregiver’s work role outside the home.  Demands of the caregivers were 
determined in relation to assistance with activities of daily living (ADLs) and 
instrumental activities of daily living (IADLs).  Their findings indicated that on a scale 
of 10 possible tasks, the mean number of ADL tasks performed by the caregiver was 
4.62.  In the case of IADLs, the mean number performed by caregivers was 21.9 from a 
possible 22.  LaPlante, Harrington and Kang (2002) verified the growing need for 
assistance with ADLs and IADLs as a critical factor to enabling individuals to continue 
to live in the familiar surroundings of their own homes despite some degree of 
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disability.  However, “even among the older population, almost half of those using 
community-based long-term care services required assistance only with instrumental 
activities of daily living (IADLs)” (Institute of Medicine, 2001, p. 38). 
     Tomorrow’s consumers of caregiving services will only extend the pressures already 
felt today for a variety of reasons.  As mentioned already, the growing number of those 
requiring assistance with their daily activities will multiply. The severity of illness and 
disability is increasing.  The preference for living in the more familiar and comfortable 
surroundings of home or community-based settings is also in demand.  However, these 
settings also necessitate an expanded variety of assistance as compared to those required 
in an institutional setting (Aspen Institute, 2001). 
     A recent Labor Market Study (Mercury Information Services, 2002) in 
Saskatchewan identified some specific skills expected to be of particular benefit for 
home care personnel in the next five years.  Some of these skills are related to time 
management, computer and internet use, new equipment, and behavior management.   
Godin (1996) conducted a community health study that acknowledged the need for 
updated training to address such skill areas as critical thinking and decision making, 
creativity and resourcefulness, and initiative.  The U. S. Department of Health and 
Human Services (2002a) acknowledged the need for more nurse aide training in, among 
other things, “interpersonal skills, including communication, team work, coping with 
death and dying, time management and new technologies” (p. ii).  While these were by 
no means the extent of the suggestions resulting from these studies, they did verify the 
need for new skills to address an ongoing variety of issues. 
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     Demographic documentation has shown that the baby boomers are on the verge of 
retirement.  This fact alone is substantial in its demands on the current abilities to 
provide long-term care services.  This problem, however, is compounded by the 
reduction in the primary caregiving age group.  This is becoming a critical workforce 
issue.  In addition to the fact that formal caregivers will continue to dwindle in numbers, 
training efforts for this valuable area of the workforce are not meeting the growing 
demands of the aging population.  Technological advances, to date, have provided much 
towards improved quality of life.  The same is expected for the future and particularly in 
regards to a comfortable aging process.  Also, preferences are now leaning towards 
aging in place.  More and more people desire to live out their lives in the familiar 
surroundings of their homes and communities rather than an institution.  This 
expectation alone creates the demand for extended in-home caregiving skills.  
Unfortunately, the current level of training for the paraprofessional caregiver has not 
addressed many of these changing skill demands many of which are non-medical in 
nature.  This served to underline the need for conducting this study. 
Purpose of Study 
     Therefore, this research effort was intended to identify the non-medical job skills 
needed by in-home caregiving paraprofessionals as recognized by experts from the 
caregiving industry.  Furthermore, the intent was to better identify the changing non-
medical needs of an aging population.  The literature has documented rapidly changing 
population demographics and the demands resulting from these changes.  Through the 
examination of current training requirements and competencies in comparison to the 
changing population demands, emerging non-medical competencies were identified.    
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Objective 
     The objective of this study was to identify the non-medical job skills projected to be 
needed by in-home paraprofessional caregivers of today and beyond as indicated by the 
Delphi survey participants. 
Assumptions 
     The following assumptions were made based on the review of literature. 
1. The identification of non-medical job skills by a Delphi panel of experts will 
provide assistance in updating the curricula of current caregiving programs. 
2. The provision of more extensive non-medical skills training within caregiving 
programs will benefit future caregivers and care receivers. 
3. Current and future caregiving programs want to increase their efficacy through 
the expansion of their skills training.   
4. Job skills recognized within the scope of this study are intended to supplement 
current training efforts. 
Definitions 
ADL – Activities of daily living which center on personal care and include dressing, 
bathing, toileting, eating or transferring from bed to chair or room to room. 
Aged – Persons who are 75-84 years of age (Piepenbrink, 2002). 
Certificate – A document indicating completion of an educational program at the sub-
baccalaureate level. 
Community College – An educational system after high school which provides 
education and training towards one of several areas of employment. 
Formal Help - Paid help 
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Frail Elderly – Persons requiring specific support with ADLs (Bernstein, Tucker, 
Ryan, O’Neill, Clements & Nelson, 2002). 
IADL – Instrumental activities of daily living which include any activity necessary to 
the successful, healthful ability to function in society such as shopping, bill paying, 
housekeeping, laundry, cooking, etc. (AARP, 1998; Caldwell, Draughn & Tiller, 1998) 
Informal Help – Unpaid help 
Non-medical – For the purpose of this study, this term shall generally refer to any 
skills, competencies or areas of knowledge other than those which can be considered 
invasive or sterile. 
Oldest-Old – Persons 85 years of age and older (Piepenbrink, 2002). 
Soft Skills – Includes the behavioral skills such as cooperation, interpersonal behavior, 
teamwork, communication, problem solving, etc. (Cohen, 1998) 
Young-Old – Persons 65-74 years of age (Piepenbrink, 2002). 
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CHAPTER 2 
 
REVIEW OF LITERATURE 
 
Chapter Overview 
 
     As previously noted, the growth of the elderly population will soon place 
unprecedented demands on the home care industry.  While the number of those in need 
of care is increasing, the population group which traditionally supplies caregivers is 
decreasing.  All the while, technology and personal preference are increasing not only 
the demand for but also the qualifications of the caregiver.  Therefore this literature 
review was intended to explore current and emerging non-medical job skills needed by 
healthcare paraprofessionals.  Changes and demands dictated by technology, personal 
preferences and sheer population numbers have far-reaching implications.  Together 
these factors have combined to introduce a need for updated non-medical 
paraprofessional caregiver skills.   
     In an effort to address these needs, this review began with an introduction to the 
topic.  This preceded a discussion of the changing demographics within the aging 
population and the demands of an aging population resulting from those changes.  From 
there the general topic of caregivers were addressed within the context of (1) growing 
demand, (2) paraprofessional titles and (3) training requirements.  Next, the topic of 
Long-term Care Services and Training was examined under the areas of: (1) past and 
present sources, (2) new sources, (3) postsecondary training institutions, and (4) 
certificate and short term training.  A look at two previously established 
paraprofessional caregiving curricula and a paraprofessional certification option were 
followed by a discussion of changing skill needs.  This was then followed with a look at 
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some caregiving skills to fill in the gaps of what existed and what was needed as 
previously identified by the literature. The final areas discussed included home based 
services, and other potential recipient groups of caregiving services.  In closing, Delphi 
was addressed as the choice of methodology along with any potential for bias, validity 
and reliability and application examples of the Delphi Method. 
Introduction 
     Throughout the literature much evidence is found to acknowledge the rapidly aging 
population and related needs (Coughlin, 1999; Feldman & Desonia, 1999; Montana 
Center for Vocational Education Research Curriculum and Personnel Development, 
1990; Shure, 2001; Super, 2002). While the number of those in need of care is 
increasing, the number of those who actually serve as caregivers is decreasing (Aspen 
Institute, 2001; Super, 2002).  As noted by the Institute of Medicine (2001) “A serious 
shortage exists in the long-term care work force” (p. 212). 
     This dilemma is of special significance with the growing trend of aging in place.  
This particular preference for home and community based health care has added its own 
special demands (Aspen Institute, 2001).  As discussed by Feldman and Desonia 
(1999), “seniors prefer services that promote greater independence and self-sufficiency 
so that they can live in their homes” (p. 2).  Within an institutional setting the residents 
are more likely to have similar needs.  But as would be expected, in the varied settings 
within the home and community also came the expectation of more varied and complex 
forms of assistance (p. 17).  
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     What may seem very simple regarding the daily activities of many individuals has 
suddenly taken on new meaning.   This very thought was most poignantly addressed by 
the National HomeCaring Council (1990) when they said 
     …it should be emphasized that whereas preparing a meal or shopping may seem 
     routine, these activities are different when done as an employee and in a home other  
     than one’s own, particularly in a home which may be in crisis.  When chronic illness 
     is present, there are many problems demanding the knowledge and skills of a  
     homemaker-home health aide.  Preparing a meal may be complicated by a client’s  
     prescribed modified diet, lack of appetite, likes, dislikes and cultural differences.   
     Also, the effective use of medications may be affected by certain foods.  A well- 
     trained individual can attend to these needs appropriately.  An untrained person will  
     not. (p. xx) 
 
     This statement alluded to the fact that many of the needs addressed by the caregiver 
are non-medical in nature.  The Institute of Medicine (2001) explained that 
approximately half of the older population within a community-based setting only 
requires help with the instrumental activities of daily living (p. 38).  Such activities 
include shopping, food preparation and housework in addition to many others (AARP, 
1998; Caldwell et al., 1998).  There can be no doubt that these activities are essential 
elements to individual independence and successful community living.  
     Certainly many workers can be expected to bring a range of life skills to the home 
care workplace.  However, what cannot be expected is that these skills will be sufficient 
to carry out their required responsibilities. And while any individual caregiver may gain 
informal knowledge within the workplace, it is doubtful that this level of training will 
be adequate in varying situations (Booth, Jenkins & Roy, S., p. 13). 
     Today’s most common paraprofessional caregivers for the elderly include nurse 
aides, home health aides and personal care attendants (Aspen Institute, 2001; Institute of 
Medicine, 2001).  And as the Institute of Medicine (2001) points out, “nonprofessionals, 
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who provide the majority of personal care services…have a major impact on both the 
health status and the quality of life of long-term care users” (p. 181). 
     It is with these thoughts in mind that consideration was given to the training and 
certification requirements of this critical segment of the long-term care workforce.  The 
Aspen Institute (2001) declares the duties of these three paraprofessional caregiving 
roles to be “essentially parallel” even though training requirements varied considerably. 
By today’s standards, it was suggested that currently established training requirements 
were inadequate to guarantee the level of quality assistance deserved by the elderly and 
disabled population. The Paraprofessional Healthcare Institute determined the federally 
mandated 75 hours of training for Medicare-certified home health aides as insufficient 
in establishing the confidence needed to handle unpredictable emotional or physical 
occurrences as well as the routine skills (Paraprofessional Healthcare Institute, 2003b, 
p. 12).  Epstein, Goodman, Parker and Williams, (1996) acknowledged the same for the 
nurse aide training “as defined in the jurisdictions we have researched… is inadequate 
for home health care…(p. 8).  This concern grows exponentially with the increasing 
elderly population. 
Changing Demographics 
The Aging Population 
     The numbers are dramatic.  When the baby boom generation begins reaching  
     retirement age in 2010, the number of older Americans will swell.  The Census  
     bureau projects that by 2030 there will be about 70 million Americans aged 65 and  
     older, more than twice their number in 1995… (Feldman & Desonia, p. 2) 
 
     These figures were startling but they would not be of real concern for the next few 
years, or would they?  The Health Policies Division of the National Governors’ 
Association examined this trend towards an aging society and the information they 
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provide indicated this reality was not ‘down the road’, but was in fact occurring now.  
By the year “2030 one in five Americans will be elderly.  More significantly, the oldest 
population (85 years and over) is predicted to double between 1990 and 2010 and more 
than double again by 2040” (p. 1).  Figure 1 better illustrated this through U.S. Census 
Bureau projections.  The National Governors’ Association showed concern due to the 
responsibility states assume toward the care for this population (Feldman & Desonia, 
1999). 
     A report titled “The Future Supply of Long-Term Care Workers in Relation to the 
Aging Baby Boom Generation” was presented to Congress on May 14, 2003.  This 
report represented the efforts of many including the Office of the Assistant Secretary for 
Planning and Evaluation within the Department of Health and Human Service, Centers 
for Medicare and Medicaid Services along with the Health Resource and Services 
Administration.  Also involved from the Department of Labor was the Bureau of Labor  
Statistics and the Employment and Training Administration.  “As this report shows, the 
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     Figure 1. Comparison of the growing 85+ population to the 65+ population. 
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aging ‘baby boomer generation’ will be the most significant factor increasing the 
demand for long-term care services over the next half century” (Assistant Secretary
Planning and Evaluation, 2003, p.5). 
     There was yet another population change making an additiona
 for 
l contribution to this 
e 
 direct 
re increases, the number of women aged 25-54 in the U.S. will steadily decrease”  
(Assistant Secretary for Planning and Evaluation, 2003, ¶ 2).  In a hearing before the 
United States Senate, Michael Elsas, CEO of Cooperative Home Care Associates, 
projected the growth of this population segment at only 7%  for the next 30 years   
(Committee on Health, Education, Labor, and Pensions, 2001).  Again, projections from 
the U. S. Census Bureau did bear this out as shown in Figure 2.  
As Caldwell, et al. (1998) reported, in households representing almost 8% of the 
population, care of an elderly person was being provided then or within the past  
 
problem.  McGurk (2000) warned that “women aged 25-54 account for 89% of th
direct care workforce.  Over the next 30 years, as our number of elderly who need
ca
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Figure 2. Comparison of the 65+ population to the primary caregiver population. 
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year.  Their study also showed that for those caregivers who are women with jobs 
outside the home, assuming such a caregiving role may indeed affect their outside 
employment.  “When eldercare responsibilities were added, many women made 
ut 
 (1991) acknowledged the same finding as they indicated that most 
 be  
 care 
 
e  
     home from family members to service workers.  Like employers, families are either  
     themselves…Similar changes are occurring in the care of the increasing population  
     round personal care and incidental healthcare have multiplied, along with nursing  
¶ 11)  
f 
for caregiving 
extend in many directions.  This, in turn, resulted in a variety of growing demands.  
changes at the workplace ranging from a reduction in number of hours to dropping o
of the work force all together” (p. 86).   
          Monk and Cox
assistance to date has been provided to the elderly population on an informal basis 
through the kindness of family and friends. This pattern, however, was noted to
changing rapidly and the “growing number of single or childless older adults, the 
simultaneous aging of family members along with their frail relatives, and the shrinking 
of the pool of women caregivers will exacerbate the demand for more formal home
services” (p. 1).  
     The growing need for these services was further documented and influenced by 
another important factor in the caregiving industry as mentioned in the Occupational
Outlook Quarterly, 
          One force driving the growth in service jobs has been a shift in work done in th
     ‘contracting out’ or bypassing altogether some of the work they used to do  
     of elderly persons.  Residential care institutions – which provide 24 hours, year- 
     home and home healthcare services. (“Futurework,” 2000, Work shifts section, 
In these days of corporate outsourcing, this is one work area which can neither be 
“replaced by technology nor moved offshore” (Aspen Institute, p. 12).  As a result o
these many changes, we saw that the concerns surrounding the need 
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Demands of an Aging Population 
     In 1963, the Katz index of Activities of Daily Living (ADLs) was developed and 
continues to be accepted as a measure of physical functioning (AARP, 1998, p. 1). 
These are the most basic of routine activities and more specifically consist of eating
bathing, dressing, toileting, transferring and continence.  The level of functioning 
associated with these routine activities has been frequently used by state and federal 
programs as the basis for establishing qualifying criteria for programs and
, 
 services 
e 
s are “activities one must perform in order to manage one’s 
Ls and some measure of cognitive 
y 
surroundings of their 
(AARP, 1998, p. 1; Wiener, Hanley, Clark & Van Nostrand, 1990). 
     Another measure of physical functionality is also measured by the Instrumental 
Activities of Daily Living.  This scale was developed in 1969 by Lawton and Brody to 
recognize equally routine but more complex life activities (AARP, 1998 p.1).  Mor
specifically, the IADL
affairs and function in society” (Caldwell et al. 1998, p. 80).  These include meal 
preparation, housekeeping, laundry, paying bills, home maintenance and transportation 
as well as a plethora of other items (AARP, 1998; Caldwell et al. 1998). 
     AARP (1998) noted that the availability of many of the long-term care services 
available to those with disabilities are based on AD
impairment limitations.  However, their research indicated that while some 2.3 million 
elderly experience ADL limitations, another 4.4 million have disabilities in ADLs 
and/or IADLs (p.8).  
     Assistance with the activities of daily living and instrumental activities of daily 
living are increasingly growing in importance for many.  This assistance is particularl
important for those with a strong desire to remain in the familiar 
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homes, but who for one reason or another are no longer able to effectively perform 
these activities without some degree of assistance. 
     While there are multiple benefits provided by caregivers to the elderly, one benefit
has been clearly demonstrated through nutrition status.  Pierce, Sheehan and Ferris 
(2001) described an elevated risk status for single, low-income older persons resulting 
from the diminishing ability to perform ADLs by the vast majority (87%) of those 
involved in the study. This was coupled with the fact that most (94%) requi
 
red some 
eventing 
ociated with a combination 
 
r adults  
     will be the same as those of future generations would be misleading.  Data indicate  
  
     and have larger incomes.  These characteristics predict a far more active population  
 
degree of diet modification as well (Pierce et al., 2001, p. 253).  
     Yet another nutrition related study was by Bernstein et al. (2001) who stressed that 
the importance of a varied diet for institutionalized frail elderly is critical for 
maintaining health and functional independence.  Of equal importance in pr
complications related to malnutrition is appropriate and varied dietary intake.  It was 
discussed that decreased variety in food choices is common among older people.  Also 
acknowledged was the fact that this decline is likely to be ass
of factors including social and functional (Bernstein et al., 2001, p. 1097). 
     It was relatively easy to document an established list of some of the needs and 
demands associated with the older generation of today and in the past.  One important 
factor to keep in mind, however, concerned the changing needs of today’s and
tomorrow’s aging population.  Coughlin (1999) addressed this very point.  
     To assume that the needs and preferences of yesterday’s, or even today’s olde
     that tomorrow’s older adults will be in better health, have more years of education,
     than has been the case in recent older adult groups. (p. 4) 
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     One such change was found in the growing trend toward consumer-directed care.  
This course of action allowed those requiring assistance to be more actively invo
managing their caregivers and the care process.  In the continuing direction of perso
preference, many consumers are electing to do their own hiring, training and 
supervising of caregivers (Paraprofessional Health Care Institute, 2003a, p. 13; Wag
Nadash & Sabatino, 1997, p. 5).  A point made by Wheeler, (2002) was th
lved in 
nal 
ner, 
at by 
hallenged 
as being medical in nature. The line, howev lurred between medical and non-
medical caregiving services and this is nued to be debated.   
rowth toward an older population, the characteristics which define 
, 
 
any uncertainty surrounding the future needs and dem
not call into question the important role of the parapro
 
acknowledging the needs and demands of the users of long-term care services, those 
consumers now become customers who will be making many of their own decisions 
regarding long-term care services (p. 1).   
     Wagner et al. (1997) recognized this as a change from that of patient to consumer 
along with the fact that this philosophical change had further implications.  The 
disabilities which initiate the assistance of caregivers are a normal activity of daily 
living and not an illness.  As a result, these caregiving services were being c
er, is b
sue has conti
     Along with the g
this population were changing also.  This combined to assure that the needs, interests
and demands of this nation’s elderly will increase as well.  In preparation for the 
inevitable, efforts had to be undertaken to more specifically identify how best to address
this evolving issue.  This research was intended to assist towards this end.  However, 
ands of an aging population did 
fessional caregiver.  
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Caregivers 
Growing Demand 
   
oup 
 
e  
.  In fact, 
e-
 the 
. 
n  
     part to an increase in the number of people with disabilities requiring assistance. 
another factor, since more direct-care  
     workers are needed to assist 10 people if each lives in his or her own home than if  
y. (Paraprofessional Healthcare Institute, 2003a, p.15) 
 
 
     The Aspen Institute (2001) assured us that one thing is for certain, the role of the 
paraprofessional caregiver is well established.  As Figure 3 illustrates, “Eight out of  
every ten hours of paid care received by a long-term care client is provided by a ‘direct-
care’ paraprofessional – a home health aide, personal care attendant, or certified nurse’s
aide” (p. 1).  And while this gr
represented the primary delivery 
method for long-term care 
services, over 40 states have 
proclaimed a severe insufficiency
in the availability of thes
                                                                                      paraprofessionals (p. 1)
the growth within this area of the workforce is expected to increase by more than on
third between the years 1998 and 2008 (p.12).  “Post-Baby Boom demographics in
United States have created a ‘care gap’ that will worsen over the next 30 years” (p. 1)
     The demand for paid home- and community-based workers is increasing due i
     The move toward de-institutionalizing care is 
Formal Care
Provided by
Paraprofessiona
ls
Formal Care
Provided by
Others
Figure 3. Formal Care Service Usage 
     they lived together in a facilit
     It was estimated that 4.2 million people aged 65 or older require assistance with
routine activities such as cleaning, shopping and bathing (Paraprofessional Healthcare
Institute, 2003a, p. 4).  “The need for direct-care services is expected to grow 
geometrically during the next 30 years” (Aspen Institute, 2001, p. 1).  Three 
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contributing factors included growth of the population requiring caregiver services, 
increasing acuity of illness and disabilities and the shift away from facility based 
en 
alth 
 
ng the group just mentioned, those 
an 
ore during the same time period.  In fact, this 
settings toward home and community where increased assistance is required (Asp
Institute, 2001. p.1).  These facts alone have continued to point to the increasing 
demand for competent and qualified caregivers. 
Paraprofessional Titles 
     These paraprofessional health care positions have varied considerably in title.  
Generally speaking, these positions have been occupied by personal care attendants, 
home health aides or certified nursing assistants (CNA).  Within this group, it has been 
the personal care attendants who were considered to be the least skilled.  Home he
aides and CNAs were the most common paraprofessional health care positions with any
specified training requirements (Aspen Institute, 2001, p. 12). 
     In terms of caregiving personnel, the Unified Training Demonstration Project 
(Epstein et al., 1996) acknowledged that amo
caregivers most recognized were the certified nurse assistants (p. 8).  Of course, federal 
regulations established under the Omnibus Budget Reconciliation Act of 1987 
mandated certification prior to employment as an aide within a nursing home (p. 20). 
     The Bureau of Labor Statistics described each of these jobs as increasing in need.  
The growth pattern for nursing aides and home health aides was expected to grow faster 
than the average for all occupations.  This equated to an increase of 21% to 35% 
between 2002 and 2012.  Personal and home care aides could expect much faster th
average employment growth at 36% or m
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segment was rated as one of the fastest growing occupations through the year 2010 
(Bureau of Labor Statistics, 2004a, 2004b). 
edical in nature.  To better understand and appreciate this part of the workforce, the 
requirements of this position must be addressed.  The Occupational Outlook Handbook 
2004-05 (Bureau of Labor Statistics, 2004) has defined this person as someone who will 
     …help elderly, disabled, and ill persons live in their own homes or in residential care 
elderly or disabled clients who need more work with families in which a parent is 
nts 
who have relatively short-term needs… 
and personal attendants – provide housekeeping and routine personal care services.  
meals (including special diets), shop for food, and cook.  Aides also may help clients 
serving as a guide and companion. 
o their 
patients.  They may advise families and patients on such things as nutrition, cleanliness, 
 may assist in toilet training a severely mentally 
handicapped child, or they may just listen to clients talk about their problems. (Bureau 
feline to 
erform for any one client, perhaps the most important service they could provide is to 
allow individuals the opportunity to rehabilitate or age more comfortably in his/her own 
home and familiar surroundings.  As mentioned earlier, housekeeping, laundry, 
shopping, transportation, food preparation and medication reminders are just a few of 
the services that have been offered by this kind of caregiver.  By assisting with both the 
activities of daily living and the instrumental activities of daily living, this caregiver 
     While they could be addressed through a variety of titles, the personal and home care 
aide is a direct care worker and has had a very important job which was primarily non-
m
facilities instead of in a health facility.  Most personal and home care aides work with 
incapacitated and small children need care.  Others help discharged hospital patie
     Personal and home care aides – also called homemakers, caregivers, companions, 
They clean clients’ houses, do laundry, and change bed linens.  Aides may help plan 
move from bed, bathe, dress and groom.  Some accompany clients outside the home, 
     Personal and home care aides provide instruction and psychological support t
and household tasks.  Aides also
of Labor Statistics, 2002b) 
 
         From this description, this paraprofessional would obviously serve as a li
an individual in need.  But, no matter what combination of valuable services they may 
p
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performs a valuable function allowing the client to maintain a greater degree of 
independence and dignity.        
          Home and community-based services will be increasingly important in assuring 
     quality health care for older persons in the future.  The availability of such support  
owever, multiple disabilities of the client could also result in the expectation of 
multiple demands on the skill level of the caregiver.  Therefore, the expectation is also 
recognized for a complete and effective training program to address a wide range of 
skills and competencies. 
Training Requirements      
     As noted by the Aspen Institute (2001), “the federal Medicare minimum requirement 
(and thus the norm) for home health aide and nursing home workers is the equivalent of 
two weeks of training” (p. 13).   
          The Centers for Medicare and Medicaid Services (CMS) require home health          
rovide services under the auspice of Medicare to receive a minimum of  
     75 hours of training, including at least 16 hours of supervised practical training.  In  
     (Paraprofessional Healthcare Institute, 2003a, p.24) 
     The U. S. Department of Health and Human Services (2002b) advised that “state 
nurse aide training programs range from 75 hours…up to 175 hours.  Twenty-three 
states only require that the training programs they approve meet the Federal minimum 
requirement of 75 hours” (p. 5).  Of the states reporting, another 13 required between 75 
and 100 hours while the remaining 13 set their standards at more than 100 hours 
(p. 5). Curriculum requirements by OBRA, broken down into very broad terms, 
included basic nursing skills, personal care skills, mental health and social service 
     will make it possible for older persons, including individuals with multiple 
     disabilities, to maintain themselves at home for extended periods. (Montana Center  
     for Vocational Education Research Curriculum and Personnel Development, 1990,  
     p. 3) 
 
H
     aides who p
     addition, they must receive at least 12 hours of continuing education per year.  
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skills, caring for cognitively-impaired residents, basic restorative skills and residents 
rights (p. 2).  
     As noted by the Aspen Institute (2001), the requirements, were considerably 
different for personal care attendants “who have no ‘hands-on health care’ duties” (p. 
13).  For this group of workers, the federal Medicaid program made absolutely
demands regarding formal training.  A few states did, however, have a limited training 
requ
 no 
irement for personal care attendants (p. 13).   
ithin 
 
e 
e 
e which was most applicable here.  Training and background was 
nd 
e 
 the health department or (c) Completion of the HCA I, II and III training 
program as outlined by a Administrative 
Code, 1998). 
     One example was the State of Iowa. The Iowa Administrative Code (1998) had 
established training or other qualification guidelines for training and competency w
Chapter 80 of their health code.  This chapter focused on home care aide service.  While
they recognized four positions of home helper, home care aide, protective service hom
care aide and professional staff as providers of home care aide services it was that of th
home care aid
expected to have the equivalency of content as taught through A Model Curriculum a
Teaching Guide for the Instruction of the Homemaker-Home Health Aide and 
developed by the National HomeCaring Council (Iowa Administrative Code, 1998. p. 
5). 
     The home care aide training requirements could be accomplished through one of th
following three methods: (a) a 60 hour training program as outlined by the Model 
Curriculum, (b) CNA program completion followed by 13 hours of additional training 
specified by
 the National Association of Home Care (Iow
 23 
      Titles differed among the caregivers.  And as noted, throughout the industry the 
ly on 
ing the 
n 
his 
gorized as formal long-term care.  The first group is best 
ng 
se included here are home health 
nstitute of  
s 
levels of training required for the paraprofessional caregiver varied considerably.  
However, one fact has remained steadfast.  The burden of direct care rests square
the shoulders of the paraprofessional caregiving workforce.  Consequently, know
industry needs of today and expectations for the future could serve a vital function i
preparing this segment of the workforce as effective and efficient caregivers.  It was t
drive to secure industry expectations that served as the foundation for this exploratory 
endeavor.   
Long-term Care Services and Training 
Past and Present Sources 
     The Institute of Medicine (2001) designated, in broad terms, three primary providers 
for what would be cate
described as the institutional providers of whom nursing homes or rehabilitation 
hospitals are examples.  Next were the community-based residential care facilities 
which represent a broad range of settings.  These could include apartments or wards 
with multiple beds, as well as group homes with one or more residents.  Assisted livi
facilities were also representative.  Home and community-based service represented the 
third and final provider category.  Some of tho
services, non-medical personal care services within either congregate or individual 
residential settings, or support services consisting of adult day or night care (I
Medicine, 2001).   
     Not categorized within their book, Improving the Quality of Long-Term Care, were 
the continuing care retirement communities that may include a skilled nursing facility a
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well as an assisted living section within the confines of the property.  In such a case, all 
segments of long-term care are represented.  This setting also nurtures the ‘aging in 
place’ concept by providing a complete spectrum of services for residents based on his 
ht of in 
re 
 competition for long-term care 
, 
um of 
ng 
ations.  It 
raining 
g 
or her particular level of needs and abilities.   
     Most commonly, however, nursing homes were the settings most often thoug
terms of providing care to the elderly population.  This is based primarily on 
reimbursement issues.  “Government-funded long-term care programs have traditionally 
delivered services predominantly in institutional settings” (Paraprofessional Health Ca
Institute, 2003a, p.11).  However, due to the increasing
services, nursing homes were branching into other parts of this market.  Indications here 
were for lower levels of long-term care, such as home care (Agency for Healthcare 
Research and Quality, 2001). 
     As previously discussed, the certified nurse assistant (CNA) training regulations 
were established under the Omnibus Budget Reconciliation Act of 1987 which 
mandated certification prior to employment as an aide within a nursing home (Epstein
et al., 1996, p. 20).  These regulations further required state approval and a minim
75 total instructional hours (Paraprofessional Health Care Institute, 2003a; U.S. 
Department of Health and Human Services, 2002b).    
     As reported by the U. S. Department of Health and Human Services (2000b) traini
opportunities were to be found at both facility-based and non facility-based loc
was estimated that there were more than 12,500 state-approved nurse aide t
opportunities within the United States.  Of these, “approximately 60 percent of the 
state-approved training programs are facility-based and sponsored primarily by nursin
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homes” (p. 7).  Those remaining, the non facility-based programs, “are sponsored 
both not-for-profit and for-profit entities and can be found in local high schools, 
community colleges and private schools” (p. 8). Two states, Alaska and Louisian
reported a majority of non facility-based programs while Idaho and the District of 
Columbia reported none.  Three states had laws and regulations virtually prohibiting 
nursing home sponsorship of such a training program.  In this case, private or 
community-based schools and colleges were the main choice (p. 8).  
by 
a 
y  
 Seminole 
4). 
sistant certification could be accomplished through 
  
nother was to complete the CNA certification process and take additional coursework, 
     As previously noted, Medicare had also established federal requirements whereb
home health aides are to receive at least 75 hours of training (Paraprofessional 
Healthcare Institute, 2003a, p. 24).  The home health aide program in some cases 
provided a natural progression from CNA training.  For instance, at Florida’s
Community College, the home health aide course was a 50 hour program which 
supplemented the nursing assistant certification and further prepared the student for 
employment in the home health arena.  In this Florida program, the home health aide 
training followed on the heels of the 165 hours of theory and clinical instruction 
established for certification as a nurse assistant (Seminole Community College, 200
     Training providers for CNA and home health aide programs varied as well.  In 
Kansas, for instance, nursing as
training sponsored by either an adult care home, a long-term care unit within a hospital 
or a postsecondary setting within the jurisdiction of the board of regents.  In 
comparison, home health aide training could occur through one of two methods.  One 
was through an extended course which provided only a home health aide certification.
A
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which could also lead to home health aide certification.  To entitle a home health 
training program, a home health agency or postsecondary school sanctioned by the 
board of regents were the two accepted sources (Kansas Department of Health and
Environment, 2003a, 2003b).  
 
g 
ining  
   As recognized by the Aspen Institute (2001), paraprofessional health care positions 
included personal care attendants, home health aides and certified nursing assistants.  
And while their training requirements varied, their duties were very similar.  Any 
distinctions often occurred in association with the employer.  
          Some consider facility-based positions a slight step above a home-health aide,  
     at a facility compared to working in someone’s home, and to the fact that home care  
ach,  
     however, are essentially parallel, and some states require CNA certification for both  
     considered a step below the home health aide, yet within the isolated privacy of in- 
     with those of home health aides. (Aspen Institute 2001, p.12) 
    The training requirements for these other home care paraprofessionals were as varied 
as their titles.  As further noted by the Paraprofessional Health Care Institute (2003a,) 
self-imposed training regulations have ranged anywhere from no requirements to some 
40 hours of training (p. 24). 
     In 1990, the state of Montana recognized the growing need for the services provided 
by caregivers for the aging and established an Eldercare Technical Committee to 
          Other home care workers, employed directly by consumers or agencies providin
     various non-Medicare-related home support services, go by a range of titles, 
     including: personal assistance workers, personal care attendants, home care aides,  
     home attendants, and homemakers.  The home support services provided by these  
     workers may be paid for by Medicaid programs, Departments of aging, other state  
     funding sources, or privately paid for by consumers…There are no national tra
     standards for these home care workers, though some states have established their  
     own requirements. (Paraprofessional Healthcare Institute, 2003b, p.3) 
 
  
     but that is due not to task differentiation but primarily to the connotation of working  
     is typically part-time compared to full-time in a nursing home.  The duties of e
     home care and nursing home work.  Similarly, the personal care attendant is  
     home care, the tasks that personal care attendants are asked to perform easily blur 
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research the need for a curriculum designed to address their growing labor market 
demands. In their efforts to determine the appropriate skills and curriculum for home 
health aides in the future, this committee considered existing legislation and training 
programs, as well as services available to the elderly. They concluded that elder
within their state was sufficiently provided to those meeting qualifying conditions for 
Medicare and Medicaid programs (Montana Center for Vocational Education, 1990
5).  However, in the Eldercare Technical Committee on Occupational Curriculum 
Development (Montana Center for Vocational Education, 1990) final report, the 
resulting suggestions were to tailor the content of refresher or recertification trai
Long-Term Care/Nurse Aides and Home Health Aides to “…include additional skills 
needed to assist the elderly with in-home services.  It was also recommended t
initial training program be extended to include more in
care 
, p. 
ning for 
hat the 
-depth home-care based 
itle was 
l 
 
instruction” (p. 11).  Their report added to the listing of desired tasks by OBRA. This 
list along with 11 other tasks was suggested to give greater assistance to the home 
health aide by expanding home-chore skills. While it was agreed that a new job t
not required, the determination was made that existing curricula required additiona
skills to adequately meet the needs of the elderly population.  The desire of the 
committee was to “… have a trained individual who has more skills and can provide a 
wider range of services to the elderly, thereby cutting down on the number of 
individuals providing service to each senior” (p. 18). 
     One specific recommendation noted within the Montana study was the need for “a
person who (a) is certified; (b) is trained beyond the existing level of available training; 
and (c) can work privately” (p. 12). Some problems noted regard complications 
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occurring as a result of governmental regulations. Individuals who met Medicaid 
qualifications generally qualified for any services available to them through certified 
ate pay clients could receive 
es from certified hom gencies dicare 
and extent of services to be (p. 12)
 the study, Montana recognized the following agencies as potential 
 
na Caregiver Training Requirements 
   Job Title                Training Credential 
agencies. Those who met Medicare eligibility or were priv
in-home health care servic e health a , however, Me
limited the duration  provided . 
     At the time of
suppliers of caregiver training programs: nursing homes, hospitals, colleges, vocational-
technical centers and private not-for-profit corporations.  The titles and required training 
time for non-licensed caregivers in Montana, on which the study recommendations were
based, are indicated in Table 1. 
Table 1: Monta
Personal Care Attendants 16 Hours Noncertified 
Long-Term Care Nurse Aide 75 Hours Certificate 
Home Health Aide 91 Hours Certificate 
 
y 
re 
tates, 
 in-
ls  of GRAD I and II which covered a wide variety of topics 
New Sources 
      Sitting and companion services have fulfilled a wide variety of needs.  A relativel
new employer for the home care worker is represented by the home care franchises that 
have exploded onto the scene in recent years.  Perhaps most notable among these we
the franchises providing opportunities for growth throughout not only the United S
but the world.   
     One such agency is Home Instead Senior Care.  This organization had developed
house training for their caregiving staff which they referred to as Growth Through 
Reading and Development Resource and Training Guides [GRAD].  Their training had 
established training leve
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including meal preparation, emergency situations, recipes, and exercises just to name a 
few.  Activities and safety were also specifically addressed within specific training 
programs.  These were combined to create the core training recommended for all
franchise locations.  Specialized training after completion of the GRAD training, 
addressed the special needs of Alzheimer’s clients.  (Home Instead Senior Care of 
Colorado Springs, Colorado, 2004; J. Sexton, personal communication, March 24, 
2005).  Some other home care agencies included Visiting Angels, Comfort Keepers and 
At Home Senior Care. 
 
t 
ield 
nt 
     Another type of training opportunity for the home caregiver could occur as the resul
of a grant to create a special project.  Just such a situation took place in Virginia from 
1994-1996.  The project was a unified training program for Personal Care Aide, 
Certified Home Care Aide and Certified Nurse Aide.  As a result of the research 
attached to the preparation for this program, the position of Nurse Aide was determined 
to be most recognized within the caregiver industry. This study again documented the 
varying degrees of certification requirements across state lines for this same career f
(Epstein et al., 1996). 
     Also confirmed through this study was the fact that the CNA has been not only the 
most recognized training standard for caregivers but also served as a basic requireme
for most of the formal caregiving population at that time.  However, an important 
notation was cited within the program and policy implications following the Unified 
Training Program in Virginia. As a result of this instruction, they found “that the nurse 
aide training, as defined in the jurisdictions we have researched, is inadequate for home 
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health care which requires food preparation, meal planning, home maintenance and 
assistance with other than elderly family members” (Epstein et al., 1996, p. 8). 
     This sentiment is echoed by the Aspen Institute (2001, p. 22). The Paraprofessiona
Healthcare Institute (2003b) voiced the same as well.  Their mission was to develop 
new and innovative methods to grow the direct-care workforce.  Within their guide to 
l 
5 
hat 
at 
e 
 
ce 
9). 
e, 
ilities” (p. 4). A goal 
training quality home care workers, they acknowledged that the “federally required 7
hours of training for Medicare-certified home health aides is inadequate to ensure that 
home care workers are prepared to provide the high-quality support and assistance t
people living with disabilities and elders deserve” (p. 12).  They further suggested th
the mandate, at that time, of two weeks be expanded to anywhere from three to fiv
weeks (p. 12).  Within the U. S. Department of Health and Human Services (2002a), the
Office of Inspector General expanded on that same theme.   A report from this offi
stated that “nurse aide training has not kept pace with nursing home industry needs, 
training hours, clinical exposure, and teaching methods are often inadequate…” (p.
    The aforementioned program through the Northern Virginia Community Colleg
was one example of a training program intended to teach the skills needed for in-home 
caregiving.  The recruitment objectives for this project as outlined by Epstein et al. 
(1996), were towards “low income adults aged 50 and older, adults whose primary 
language is not English and older workers who had recently lost their jobs due to 
corporation downsizing, plant shut downs, or the relocation of fac
of this project was to develop a model that could be replicated by other groups or 
agencies in the United States.  This particular program, established to meet Medicare 
competencies, was focused more towards the work being provided rather than the 
 31 
worksite.  Additionally, it addressed the needs of older and displaced workers in 
addition to offering a career ladder for advancement.  This effort was structured so that 
after completion of the 45 hour Personal Care Aide (PCA) program, the PCA was 
certified by the state of Virginia.  Following completion of this training, an additional 
95 hours could be completed toward certification of Nurse Aide and Home Care Aide 
and their required certification exams (Epstein et al., 1996, p. 5). 
     The Unified Training Program (Epstein et al., 1996) cited research by Labich 
suggesting that older workers were more dependable and had improved attitudes and 
job skills with diminished absenteeism and job turnover.  The point was also made fro
caregiver agencies that their clients much preferred older caregivers (p. 20). Besides t
obvious benefits to the consumers of long-term c
m 
he 
are, this program showed the range of 
gh caregiver training such as recruitment and 
96). 
 all 
nity 
d 
 
grounds which included postsecondary institutions were rising to the occasion by 
social needs that can be addressed throu
training of older and/or displaced workers and literacy training (Epstein et al., 19
     The specific programs discussed within Virginia, Florida, Kansas and Montana
had a common thread.  They all had accessibility through the technical and commu
colleges.  Although only 40% of this paraprofessional training was non-facility based, 
Monk and Cox (1991) gave further credence to this training ground.  They suggeste
that “training programs for home care personnel should be initiated and provided by 
regular academic institutions, especially by vocational or technical high schools and 
community colleges” (p. 159). 
 Postsecondary Training Institutions 
     As addressed by the National Alliance of Business, it was noted that training 
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providing “short program degrees and certificates emphasizing both technical and 
nontechnical skills.  Such programs are becoming increasingly important to employers 
ertain career fields 
unity and technical 
 to 
     institutes, are virtually the only programs that participate in both education and 
     ‘education’ and ‘training,’ providing a route from short-term programs back into the 
itutes 
     are central to all of workforce development, and in a few localities they are ‘the only 
ive occupational 
     programs can provide examples for other programs to emulate, potentially improving 
ation, the League for 
s now evolving into an “entrepreneurial college” as it continues to change in response 
looking to fill a growing number of positions for which too few adequately trained 
workers are available” (A Workforce in Transition, 2000, p. 6). C
requiring specific skills and knowledge, healthcare in particular, were found mainly 
within the realm of subbacalaureate vocational education (Bragg, 2001, p.7). 
     Rosenfeld (1998) acknowledged how “economic development, long silent partner of 
technical education, has become a core mission of the technical college” (p. 4).  He 
went on to compliment the convenience and flexibility the comm
colleges provided to the student and the region.    
     Community colleges and technical institutes have been continually adapting
changing needs particularly as they affect the local labor force.   
     Providers of vocational education, particularly community colleges and technical  
     workforce development.  Therefore, vocational education has the potential to bridge 
     mainstream of education.  In some states community colleges and technical inst
     game in town.’  And the practices developed in the most progress
     the effectiveness of the entire ‘system’.  (Grubb 1999a, p. 3) 
     Grubb, Badway, Bell, Bragg and Russman (1997) conducted a collaborative study 
for the National Center for Research in Vocational Educ
Innovation in the Community College and the National Council on Occupational 
Education.  Within it they noted the everchanging landscape of the Community College 
a
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to local and regional needs.  Grubb et al. (1997) further separated and defined the 
growing program areas within these postsecondary institutions as:   
          Workforce Development, which provides training for employees of particular 
     firms; Economic Development, in which colleges act in various ways (other than  
  
     Community Development, in which colleges promote the well-being of their  
          These three relatively novel roles join the more traditional ones characterizing  
     programs; offering workforce preparation programs for specific populations, such as  
     for nonoccupational and continuing education purposes. (p. 8) 
     Rosenfeld (1999), while discussing vocational programs within the community 
college setting, noted that “one of the recent high-growth student populations is the 
‘reverse transfer’ – people who already have completed a four-year college program but 
who may want to acquire particular skills or change careers” (p. 3).  And caregiver 
training could provide a perfect example.   
     Training opportunities may prove just as beneficial to the future recipient of the 
caregiving services as to the caregivers themselves.   Such an opportunity could further 
enhance efforts of future long-term care consumers toward maintaining independence 
and autonomy.  In this situation, however, it stands to reason that length of training time 
could have significant implications. 
Certificate and Short-term Training 
     Because there have been repeated mentions regarding the varied lengths of training 
time, this issue needed to be addressed. Over the past few years some new service 
oriented programs have been developed within technical and community colleges.  The 
success of these training programs was measured in varying ways, depending on the 
     providing courses) to stabilize or increase employment in their communities; and
     communities in political, social, or cultural areas…  
     what this study refers to as the ‘regular college’; providing degree and certificate  
     dislocated workers or welfare recipients; and supporting community service courses  
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initial intent.  Two such programs as outlined in an article by Cohen (1998), focus
post-secondary education under welfare reform. 
     One program occurred at the Moraine Park Technical College in Fond du Lac, 
Wisconsin.  Here training courses initially designed for welfare recipients were 
restructured to more specifically meet local employer needs.   These revisions pro
shorter-term classes which incorporated soft skills along with the ten-week 
hospitality/housekeeping curric
ed on 
vided 
ulum, six-week child care course and the twelve-week 
 
s, 
 
diate employment but also provided the 
 at a 
tschke 
ot 
 of 
ional 
basic office courses.  As a result the school reported a significantly increased graduation
rate for the short term versus long term courses previously available to local welfare 
recipients (Cohen, 1998, p.7). 
     A second program was exemplified by California’s West Valley and Mission 
Community Colleges.  Through this program they were able to, among other thing
either adapt or develop training programs to be accomplished in less than a year.   From 
the service sector, Certified Nursing Assistants and Home Health Aides were among
those programs that not only led to imme
opportunity for these same students to return to school and continue their education
later date (Cohen, 1998, p. 7). 
     Referring again to the experiences at the Moraine Park Technical College, Ni
(2001) alluded to the multiple benefits for these program completers.  As he said, “n
only was this meaningful to the individual participants, but the training was deemed 
valuable to employers, and there were applications of this training in the private lives
the participants as well” (p. 39).  In addition, the certificates “provided addit
credentials for the interview with prospective employers” (p. 43).  Grubb (1999b) cited 
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the benefits of vocational certificates in the health-related professions as modest for 
men and significant for women (p.21).   
     Cer
t of accessibility.  Thoroughness also 
 
e 
 (National HomeCaring Council, 1990) was first 
tion and intent, the establishment of this curriculum was 
 of 
aregiving services.  
tainly certificate training has decided benefits.  The time element is another 
important aspect of training from the standpoin
factors into the time element but must work in concert with curriculum content. 
     Long-term care services have been shown to occur in a variety of settings.  The 
training sources and requirements for caregivers to provide these services is equally 
varied.  The need for revised caregiver training has been acknowledged for in-home
assistance in particular.  New sources of non-medical services have further 
demonstrated the expanded need for in-home caregivers.  The knowledge of what futur
skills are needed, the foundation upon which this study was based, could be used to 
update and enhance caregiver training programs.  
Established Paraprofessional Caregiving Curricula and Certification  
A Model Curriculum and Teaching Guide  
     The first version of A Model Curriculum and Teaching Guide for the Instruction of 
the Homemaker-Home Health Aide
tested in 1979 by the Department of Health, Education and Welfare.  In 1989 it was 
again reviewed and updated through the Foundation for Hospice and Homecare, a 
division of the National Association for Home Care.  Because the training of in-home 
caregivers varied by organiza
intended to serve as a guide to the minimum standards required in a wide variety
supporting roles provided through health and social in-home services.  This guide 
established a commitment to quality and continuity in home-based c
 36 
Upon completion of the training as outlined in this guide, the “homemaker-home health 
 the Foundation for 
e initial training for 
s of a 
mpletion of this 
ws: 
 introduction into 
of the 
egment of training is expected to last about 19 
h 
ng 
aides now have the opportunity to earn national certification through
Hospice and Homecare” (p. 10). 
     This curriculum guide has served as a basis from which to provid
in-home caregivers.  The authors believed that the program as outlined within this 
curriculum guide could further be enriched to meet the changing and varied need
community or organization. 
     A 75 hour time period was suggested as the minimum for co
curriculum.  This training guide is divided into five sections and is described as follo
Section I – Orientation to Homemaker-Home Health Aide Services 
Section II – Understanding and working with Various Client Populations 
Section III _ Practical Knowledge and skills in Home Management 
Section IV – Practical Knowledge and Skills in Personal Care 
Section V – Application of Knowledge and Skills – The Practicum 
     Section I requires about 4½ hours for completion and serves as an
the world of the homemaker-home health aide.  Some history is included in the 
background of this important caregiver.  Also addressed is their role as a member 
health care team and their general responsibilities to the client. 
     Section II addresses the variety of client populations with whom the homemaker-
home care aide may be working.  This s
hours and itself is divided into eight separate units.  They include the topics of 
Communication, Understanding Basic Human Needs, Understanding and Working wit
Children, Understanding and Working with Older Clients, Understanding and Worki
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with Clients who are Ill, Understanding and Working with Clients with Disabilities, 
Mental Health and Mental Illness, Understanding Dying and Death. 
     Section III moves into the area of practical knowledge and skills as they apply to 
g a Clean, Safe and Healthy Environment, 
e, Energy, Money and Other Resources, and Home 
ills, comprises the practicum.  This 
ency 
0 
worker to be able to provide services to both the elderly and 
).  
home management.  The four units within this section are allotted 14½ hours for 
completion.  The units address Maintainin
Food and Nutrition, Managing Tim
Maintenance when Disease is Present. 
     Section IV is directed towards the Practical Knowledge and Skills in Personal Care 
for a requisite 22 hour instruction time.  The seven units which combine to make this 
instructional section include the Body Systems, Disorders and Diseases, Observing 
Body functions, Care of the Client in Bed, Care of the Client Not Confined to Bed, 
Observations about Medications, Rehabilitation, and finally, Health and Emergency 
Procedures. 
     Section V, the Application of Knowledge and Sk
section has a 15 hour time requirement.   
Unified Training Curriculum   
     The Unified Training Curriculum (Epstein et al., 1996) was developed through the 
collaborative efforts of the North Virginia Community College, the Alexandria Ag
on Aging and the Senior Housing Research Group.  It provided a combined total of 14
hours of classroom and clinical skills training. The intent of this curriculum was to 
prepare the direct-care 
disabled in either a nursing home facility or in a private setting (Epstein et al., 1996
 38 
Each of the modules included within this curriculum equipped the instructor with 
objectives, a list of skills and additional resources. 
     Following the first 45 hours of training and a successful demonstration of skills, the 
are aide.  An additional 95 hours of 
A 
 home 
 National 
are 
t of 
student received certification as a personal c
classroom and skills training could then be attempted for those wishing to achieve CN
and/or Home Health Aide certification. Virginia had no state guidelines requiring 
certification of home care aides, however, this curriculum was developed to meet the 
voluntary certification standards as set forth by the National Foundation for Hospice 
and Home Care.     
     One particular aspect of this curriculum involved a screening examination and 
English-as-a-Second-Language (ESL) course for all students within this 
paraprofessional program. As a result of this program, the English screening was 
determined to be of value to native speakers of the language as well as those for whom 
English was not their primary language. 
Home Care Aide Association of America 
     Developed within the framework of the National Association of Home Care, the 
Home Care Aide Association of America (HCAAA) has promoted recognition of
care aide services through a variety of mechanisms.  In their Position Paper:
Uniformity for Paraprofessional Title, Qualifications, and Supervision, the Home C
Aide Association of America identified the home care worker as an essential elemen
both acute and long-term care.   The HCAAA Advisory board suggested the generic 
title of Home Care Aide for anyone trained to engage in work making use of the 
required components for such a position (National Uniformity for Paraprofessional, p. 
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2).  This was based on several premises including the fact that within the industry,
training and standards for the home care paraprofessional must be agreed on.  
Additionally, wit
 titles, 
h the requirement of such measures, financial resources must be put in 
ced 
n 
 of home 
 
e Care Aide I consisted of 40 hours of training occurring in five segments.  
ldren, 
 
tical side of home management along with practical application.   
place to achieve such guidelines.  Finally, any established standards should be enfor
for all paraprofessional home care providers but are not intended to prevail over 
existing scope of practice laws affecting paraprofessional home care (p. 1). 
     Within their suggested curriculum, the HCAAA had developed a classificatio
system to delineate and segment the role of home care aide with suggested training 
guidelines at each level.  Through this system a career ladder was provided to give 
further initiative for personal growth and development within this career field.  There 
were three training segments leading to three different delineations for the title
care aide.  Each training segment was based in total on A Model Curriculum and
Teaching Guide for the Instruction of the Homemaker-Home Health Aide and builds on 
the one before.   
     Hom
These were focused on orientation to home care aide services, understanding and 
working with varied client populations, practical knowledge and skills in home 
management, and practical knowledge and skills in personal care.  The topic of 
understanding and working with varied client populations expanded to include chi
older adults, mental health issues along with death and dying.  It also incorporated
information regarding those who are sick or disabled.  Finally it continued to address 
the prac
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     Home Care Aide II addressed modified diets.  It further widened the topic of 
personal care by addressing body systems and diseases, body functions, care of the bed
bound and the ambulatory client as well.  This segment required 20 hours of tra
time.   
     To complete the training for Home Care Aide III there was additional instruction 
regarding personal care.  This included medication observations, rehabilitation and 
simple, non-sterile health procedures along with a practicum to apply those skills. 
 
ining 
 This 
al, 
g opportunities in the areas of knowledge and practical skills just 
d 
 for each state as have the two previously mentioned curricula.  Each 
/or to 
provided an additional 15 hours training.  The accomplishment of all three levels 
required a total of 75 hours of training.  The completion of this training provided 
national certification through the HCAAA (National Uniformity for Paraprofession
2002). 
     The trainin
described, has served as a basis for increased awareness and abilities as standards an
guidelines are altered for all paraprofessional home caregivers.  The HCAAA 
organization notes in their National Uniformity position paper that scope of practice 
laws have varied
training guide offered either the opportunity to provide some missing skills and
create a national uniformity within the training programs for the home caregiver.  
     A Model Curriculum and Teaching Guide for the Instruction of the Homemaker-
Home Health Aide has been a well established and well respected curriculum readily 
available for use in teaching non-medical caregiver skills.  As specified within the 
curriculum, this provided a substantial basis for development of future training 
programs.      
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     The Unified Training curriculum recognized A Model Curriculum and Teaching 
Guide as an additional resource.  But this curriculum offered specific guidelines 
towards targeting older and low income adults in addition to special assistance with 
ESL training.   
e. 
d to 
ese curricula and the certification option 
s 
d as the basis for 
     The collaborative effort between Health and Human Services and the Department of 
Labor in their report to Congress dated May 14, 2003, indicated the need for long-term 
care workers extends beyond the numbers of caregiving employees needed. 
     The need, … is not simply for a sufficient number of workers in long-term care. 
     in turn, require high quality initial and continuing training as well as work  
r the workers. (Assistant Secretary  
     for Planning and Evaluation, 2003, p.5) 
     A Model Curriculum and Teaching Guide was the recognized standard for 
certification by the Home Care Aide Association of America.  However, both curricula 
provided the necessary information to prepare their students for national certification as 
a Homemaker-Home Health Aide through the Foundation for Hospice and Homecar
     The evolution of skill expectations and certification requirements is expecte
continue for paraprofessional caregivers.  Th
offered a basis from which to guide future training efforts.  But just as certainly a
consumer and industry needs change, so will the skills and competencies to meet those 
needs.  It was the search for these skills and competencies that serve
this research. 
Changing Skill Needs 
     Such workers need high level of skills, knowledge, and compassion.  This will,  
     environments that provide respect and dignity fo
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    Coughlin, (1999) invited the consideration that “the needs and preferences of 
yesterday’s, or even today’s, older adults will be the same as those of future generatio
would be misleading” (p.4).  He went on to express his belief that  
     Improved well-being overall will raise the expectations of what it means to age fo
ns 
r  
     older adults and their adult children.  Both will place unprecedented priority on the  
de  
     care for the oldest old. (p.5) 
Wheeler (2002) made an equally valid point.  In view of the technological changes that 
have occurred in recent years, it would be expected to see the role of technology as 
having major effects on caregiving services (p. 3).  Another assumption was the 
growing need for age-specific skills in order to better identify changes that serve as 
predictors to developing medical conditions (p. 6). 
     The skills needed as an efficient and effective caregiver in home and community 
based settings were more wide ranging when compared to those required by caregivers 
within an institutional setting.  As a result, some experts have acknowledged the need 
for a more systematic method of development. Some suggestions for updated training 
include the cultivation of “problem-solving, interpersonal, and communication skills 
and specific skills related to caring for clients with Alzheimer’s disease, physical 
disabilities and depression” (Paraprofessional Health Care Institute, 2003a, p. 25).  
      While there has certainly been a variation among training entities regarding what 
skills or topics they teach, there were components that remain virtually universal in 
need.  These include infection control, first aid and emergency procedures along with 
the patient’s bill of rights (Paraprofessional Health Care Institute 2003a, p.24). 
     As noted within the Congressional hearing to address direct care staffing shortages 
(Committee on Health, Education, Labor and Pensions, 2001), the adequacy of training 
     infrastructure that will facilitate active independent aging and the capacity to provi
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has had rippling effects throughout the long-term care industry.  It was one of the 
factors affecting direct care vacancies and turnover.  As a result this “emerging ‘care 
gap’ is causing care without continuity, inadequate and unsafe care and in some c
denial of care” (p. 46).   
ases, 
 
.  
 Institute for Literacy, n.d.). 
 the 
ess 
e 
 Necessary 
     There were several sources for suggested updated skill standards to assist in
efficiently carrying out duties and responsibilities. One such source was titled 
“Equipped for the Future” and was an initiative of the National Institute for Literacy
These content standards were established for adult literacy and lifelong learning and 
covered four separate areas (National
     The first fell under the topic of Communication.  Within this topic, reading, writing, 
speaking, listening and observation skills were the focus.  Within the area of Decision-
making, planning and problem solving were addressed.  The section on Interpersonal 
skills developed the topics of cooperation, advocate and influence, conflict resolution, 
negotiation, and guiding others.  Finally, the area of Lifelong Learning stressed
points of taking responsibility for learning, reflecting and evaluating, learning through 
research as well as using information and communications technology (National 
Institute for Literacy, n.d.). 
     The Secretary’s Commission on Achieving Necessary Skills (SCANS) has 
established a suggested list of skills that they have determined to be critical to succ
within the workplace.   This list was further segmented into the areas of Workplac
Competencies and Foundation Skills (Secretary’s Commission on Achieving
Skills [SCANS] Skills 2000, 1991). 
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     Workplace Competencies were further broken down into the five areas of Resou
Information, Interpersonal, Systems and Technology. The topic of Resources addr
rces, 
essed 
 
rmation.  
l, 
 
s. 
 
, 1991). 
, 
anagement, integrity and honesty (SCANS Skills 2000, 1991). 
     The Nationa  and cluster 
of Academic Foundation, Communication, Systems, Employability Skills, 
 
time, money, material and facility resources and human resources.  Information looked
at how to acquire, evaluate, organize, maintain, interpret and communicate info
The area referred to as Interpersonal was about teamwork, service, leadership, 
negotiation, cultural diversity and helping others learn.  Systems then focused on socia
organizational and technological work systems, monitoring and correcting performance
within those systems as well as modifying existing systems or designing new one
Technology delved into the selection, application and maintenance surrounding various
machines, computers and other forms of technology (SCANS Skills 2000
     The Foundation Skills covered the topics of Basic Skills, Thinking Skills and 
Personal Qualities.  The Basic Skills addressed reading, writing, arithmetic, 
mathematics, listening and speaking.  Thinking Skills covered creative thinking
decision making, problem solving, seeing things in the mind’s eye, knowing how to 
learn and reasoning.  Finally, Personal Quality tackled responsibility, self-esteem, 
sociability, self-m
l Health Care Skill Standards Project established both core
standards through a joint effort among the health services, labor and education 
communities.  The core standards are basic to all areas of health care and include the 
eight areas 
Legal Responsibilities, Ethics, Safety Practices, and Teamwork.  Adding to these were
the Therapeutic/Diagnostic Core Standards.  They included Health Maintenance 
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Practices, Client Interaction, Intrateam Communication, Monitoring Client Status and 
Client Movement (National Health Care Skill Standards Project, 2004). 
          As it applied to the training of caregivers, the evidence (National Health Care 
Skill Standards Project; National Institute for Literacy; SCANS Skills 2000, 1991) 
showed that there continues to be updated skill sets across the spectrum of the 
workforce and healthcare.  These were general in nature and assisted in creating a basis 
iew of 
his 
obs going to grow faster than the available labor force, 
     the skills needed to perform those jobs will continue to grow as well, requiring  
s  
     low-skilled or unskilled jobs. (A Workforce in Transition, p. 4) 
This point was further illustrated in a study by Godin (1996) investigating skills needed 
by new nursing graduates in preparation for the increasing demands of community 
healthcare.  Within this research study, personal attributes in addition to knowledge and 
skills, were identified and further delineated as areas needing attention within training 
programs to provide a greater guarantee of competence for community healthcare 
practitioners.     
     The results of a Labour Market Study of Home Care/Special Care Aides in  
Saskatchewan, (Mercury Information Services, 2002) was released in July of 2002.  
This study, based in the Saskatchewan Province of Canada, was conducted as a method 
from which to work.  What this did not provide, however, was a more detailed v
expected needs. 
Filling in the Gaps: What Exists and What is Needed 
     Current training programs require updating to meet the changing demands for the 
healthcare paraprofessional. The Fall 2000 issue of Workforce Economics echoed t
sentiment. 
     Not only is the number of j
     higher levels of training to perform all jobs, including those now largely viewed a
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to “better understand the changing needs of both Home Care/Special Care Aides and
their current and potential employers” (p.1).  Pa
 
rt of the study was to determine if 
changes should be consider rriculum (Mercury 
palliative care, distribution of medications, conflic
lifts, assessment, communication with the client a
skills, respite care skills and time management ski
2002, p. 32). 
     As has already been noted (Aspen Institute 200
Paraprofessional Health Care Institute, 2003a) the
within the home and community brings new chall
settings will also come more varied demands.  
Focus on Home Base
 
     “Most long-term care is delivered in home-or c
adult day care facilities…The elderly make up ap
re 4, to some 5.1 million who at that 
ed regarding the current training cu
Information Services, 2002). 
     The gap analysis revealed that these home care positions are expected to expand 
their scope of services in the coming years (p. 36).  With this expansion comes an 
expectation for several new skill areas to be needed, particularly within the next five 
years.  Those new skills include the following: delegation, behavior management, 
t resolutions, new equipment and 
nd supervisor, computer/internet 
lls (Mercury Information Services, 
1; Feldman & Desonia, 1999; 
 move towards increased offerings 
enges.  Within these more varied 
d Services 
ommunity-based settings, such as 
proximately half of the long-term care 
population and use a disproportionately greater share of long-term care services” 
(Aspen Institute, 2001, p.13).  This equates, in Figu
time received community-based long-term care services in comparison to the 1.3 
million within nursing homes (p. 13).              
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       It was estimated that “hundr
of thousands of additional workers 
will be needed to provide home and 
community-based p
eds 
ersonal assistance 
workers may be somewhat different 
than those required of long-term care 
workers to date” (p. 16).  This has   
                                                                                 been due in part to a change from the 
giving 
s for 
, 2001). 
 skill 
anding segment of the 
0
4
5
6
Home and
Community
Based Long-
ill
io
ns term Care services over the coming decade.   
Further, the skills needed by these 
1
2
3
Institutional
Care
M Residential
Long-term
Figure 4. Long-term Care Services Compared 
more conventional institutional care to those based within the home and community 
(Paraprofessional Health Care Institute, 2003a).    
     The Aspen Institute (2001) established the fact that the move from institutional 
settings to those in the home and community will require a wider range of care
skills.  Consequently, the focus of this research was focused on the skills of those 
caregivers providing services within the individual home setting.  To enhance the skill 
level required for non-medical caregiving would more fully prepare the caregiver
the widest variety of potential job positions (Aspen Institute
     Certainly, the in-home caregiver will need to be prepared with the most varied
level.  Therefore, this study was focused only on this more dem
long-term care market.  
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Other Potential Recipient Groups 
 
     As noted by the Paraprofessional Healthcare Institute (2003a), while there was a 
ers to assist the aging population, there was also a growing 
 
ll 
     impairment or combination of mental and physical impairments; (ii) is manifested 
lts 
     in substantial functional limitations in 3 or more of the following areas of major life 
     Mobility. (V) Self-direction. (VI) Capacity for independent living. (VII) Economic 
sufficiency; and (V) reflects the individual’s need for a combination and  
     sequence of special, interdisciplinary, or generic services, individualized supports, or 
ome 
ersonal assistance services. However, for the developmentally disabled, the broad 
caregiver title was that of direct-support professional (Paraprofessional Health Care 
Institute, 2003a, p.5).  Hewitt and Lakin (2001) described virtually all the same 
problems with meeting the needs of this population in the home and community-based 
growing need for caregiv
number of younger people with disabilities (p.3).  As defined by the Americans with 
Disabilities Act of 1990, a disability is “a physical or mental impairment that 
substantially limits one or more of the major life activities of such individual” (U.S.
Department of Labor, 2005, p. 5).  The inability to ambulate without assistance as we
as impaired vision, hearing or speaking ability, represent just a few examples of 
disability (Paraprofessional Health Care Institute, 2003a).   
     However, developmental disabilities were more specifically explained by the 
Developmental Disabilities and Bill of Rights Act of 2000 as 
     …a severe, chronic disability that (i) is attributable to a mental or physical  
     before the individual attains age 22; (iii) is likely to continue indefinitely; (iv) resu
     activity: (I) Self-care. (II) Receptive and expressive language. (III) Learning. (IV) 
     self-
     other forms of assistance that are of lifelong or extended duration and are  
     individually planned and coordinated.  (U. S. Department of Health and Human 
     Services, 2005, p. 7) 
      
     Currently, some four million people with a developmental disability live in a h
or community-based setting.  It was estimated that 10 percent make use of non-familial 
p
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setting as have previously been described for the elderly.  Through the assistance 
provided by direct-support personnel, the developmentally disabled have been 
empowered to more fully participate in their family, community and social roles.  This 
assistance has come with ADLs and IADLs alike. And again, as was seen within the 
elderly population, changes are also occurring in the expectations of these caregivers as 
well.   
     Today, in addition to meeting peoples’ basic health, safety and care needs, DSPs  
sonal  
     goals, to balance risks with choices, to connect with peers, friends and family  
ut 
     these expanded responsibilities with less supervision and increasingly while  
hese expanded responsibilities and the increased isolation of DSPs  
     have not been accompanied by increased qualification, education or training. (Hewitt  
 
et 
 
rough the use of a 
nterject their thoughts regarding a particular problem or 
     have responsibilities to support people to develop and achieve their own per
     members, and to be full and active citizens in their communities.  They carry o
     working alone.  T
     & Lakin, 2001, p. 4)  
And as evidenced by the Paraprofessional Healthcare Institute (2003b) and Epstein 
al. (1996) current training was insufficient to provide the level of assistance needed and 
deserved by both the elderly and disabled.       
Delphi as the Choice of Methodology 
     The methodology to assist this research effort was accomplished th
modified Delphi Technique.  Through this method, non-medical caregiving skills 
needed now as well as those expected to be needed in the near future were identified 
and rated for importance. 
     Delbeq et al. (1975) generally describes the Delphi technique as a sequence of 
surveys whereby participants i
situation.  Throughout the process, each survey provides information from the 
preceding survey until an established level of agreement or information has been 
achieved (p. 83).    
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     Norcross, Hedges and Prochaska (2002) discuss the phases of Delphi methodol
as using a panel of experts, through the use of a survey or questionnaire, to review 
survey items a minimum of two times.  Subsequent rounds are then used to provi
feedback and revision opportunities to the participants.  Ludwig (1997) echoes the sam
adding that the goal is achieved when consensus has been reached or no new thoughts 
are incoming.  Also, three rounds are common for reaching this goal. 
     The nature of this research made this method especially appropriate for use.  The 
Delphi Technique “derives its importance from the realization that projections into the 
future, on which public policy decisions must rely, are largely based on the personal 
expectations of individuals rather than on predictions derived from a well-establishe
theory” (Helmer, 1967, p. 4). 
     Linstone and Turoff (2002a) have described this research effort as a “method for 
structuring a group communication process so that the process is effective in allowing a 
group of individuals, as a whole, to deal with a complex problem” (p. 3).  Some degree 
of consensus or clarification is the goal.  As Jones (2001) details, multiple survey 
rounds present Delphi participants with revised results from prior rounds.  The ongoing 
opportunity for the participants to revise their responses aids in achieving group 
consensus (p. 22).  This has certainly proven to be a popular and effective metho
providing clarification if not a group consensus (Anderson & Kanuka, 2003).  The 
Delphi Method of survey research was initially developed by Olaf Helmer and 
colleagues at the Rand Corporation to assist the United States military in predicting 
potential military attacks against the country (Custer, Scarcella & Stewart, 1999; Jeff
ogy 
de 
e 
d 
d in 
ery 
& Hache, 1995; Williams & Webb, 1994).  Using this research method, a sample of 
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experts is assembled by the researcher.  Jones (2001) acknowledges that a common 
aspect to this choice of experts is through the solicitation of nominations (p. 23).  The 
s 
 offer 
ld be 
 Delphi 
 (p. 106).  Custer et al. (1999) describes both 
duced 
 
 
Birch 
& O’Toole, 1997; Clayton, 1997; Larson, & Wissman, 2000; Wilhelm, 1999). 
resulting expert participants are then asked to respond to an open-ended question.  It i
considered a modified Delphi Technique when the beginning question provides some 
preselected choices from the literature (Custer et al., 1999).  Delbeq et al. (1975)
other examples of modification.  One such method involves the use of cassette tapes in 
place of questionnaires.  Another modification occurs if the research process shou
halted following the second query.  Delbeq et al. (1975) also notes other Delphi 
alteration methods while stressing Delphi as a valuable tool in decision-making 
processes and thereby amenable to adjustments to further enhance the use of the
technique in the research process
advantages and disadvantages to the modified Delphi procedure.  While bias is re
and three rounds are often adequate to achieve consensus, problems can occur when 
dealing with a sizeable amount of items.  When excess time is demanded of the Delphi 
panelists, participation may diminish as a result (p. 2).  
     The results are then presented back to this same group anywhere from two to five
times during which the group ultimately reaches some degree of consensus (Anderson 
& Kanuka, 2003; Custer et al., 1999; Farmer, 1998).   Consensus is enhanced if 
participants can compare their opinions to those of their colleagues and then defend or
refine their position (Anderson & Kanuka, 2003, p. 120).  Repeating the process 
anywhere between two and five times is a normal procedure (Anderson & Kanuka, 
2003).  In the case of this study, three rounds are expected to achieve consensus (
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 Bias, Validity and Reliability 
     Dalkey (1968) noted three distinct features of the Delphi technique which are 
designed to reduce potential bias.  These included anonymity, iteration and controlled 
feedback and statistical group response (p. 8).  Within Delphi, anonymity refers to t
fact that specific responses cannot be linked to individual group members.  Th
minimizes the effects of potentially overbearing individual personalities wh
lessening group pressure (p. 8).  Iteration provides interactions with group participants 
whereby responses are summarized and returned to the group with the opportunity t
revise and adjust their prior response.  The contro
he 
is 
ile also 
o 
lled feedback reduces what Dalkey 
mber 
 and 
s 
o as transferability.  Through the use of detailed 
h 
 relationship to the Delphi process, Dalkey (1969) reports “it is clear that there 
tonic increase in the reliability of the group responses with 
(1968) refers to as the “noise” or interchange common in a face-to-face social group 
situation (p.9).  Finally, statistical group opinion reflects the response of every me
in the group and further reduces any pressure towards group compliance (p. 9).  
     Ary, Jacobs and Razavieh (2002) provide a clearer understanding of validity
reliability in a qualitative research setting.  Internal validity is more often referred to a
credibility and concerns the accuracy of the findings (p. 451).  Consensus is then one 
evidentiary method for use to enhance credibility (p. 452).  External validity in the 
qualitative realm is referred t
explanation of the research process, generalizability is improved (p. 454).  
Dependability is the qualitative version of reliability.  Variability in qualitative researc
is expected, therefore reliability becomes dependability or the degree to which the 
variability can be described and traced (p. 455). 
     In its
is a definite and mono
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increasing group size” (p. 12).  Wilhelm (1999) states “the degree of consensus is the 
measure of validity” (p. 114).  Williams and Webb (1994) note the following.  
     …when the component skills of professional effectiveness are an objective of the 
     improve the validity of the study from two aspects.  First, the skills identified have a  
     when consensus is achieved, it can be argued that there is evidence of concurrent  
     requisite skills. (p. 182)  
     research question, then the use of consultative methods like the Delphi technique  
     high face validity that is, … they appear to be the most relevant skills… Second,  
     validity, in that the experts themselves have both identified and agreed upon, the  
 
en 
ate 
ment, 
ppy execution, optimism-
     Regarding the use of the Delphi consensus method in the areas of health and 
medicine, it has been noted that “although their validity and reliability have not be
scientifically established, their format and results seem so successful that supporters of 
consensus appear to outnumber detractors” (Fink, Kosecoff, Chassin & Brook, 1984, p. 
983).   
Delphi Limitations 
     Delbeq, Van de Van, and Gustafson (1975) outlined some conditions necessary to 
the successful completion of a Delphi study.  The first includes the need for adequ
time to conduct the study.  A minimum of 45 days is suggested.  This minimum time 
period includes 2 ½ days for panel selection and 34 ½ days for instrument develop
distribution, participant response and data analysis.  Also suggested as critical is the use 
of highly motivated participants skilled in the ability of written communication (p. 84).  
Linstone (Linstone & Turoff, 2002b) discusses eight potential problems that can affect 
the results of a Delphi study.  These “pitfalls” include discounting the future, the 
prediction urge, the simplification urge, illusory expertise, slo
pessimism bias, overselling and deception.  Linstone mentions each of these as areas to 
be considered and monitored by the Delphi researcher.  
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     The concerns with discounting the future result in part with the uncertainty of wh
the future holds and the more preferred focus of what is happening now.  The degr
which related problems can also occur are often due simply to cultural and social 
at 
ees to 
han do 
 
ribed as the preference 
erefore it is suggested that the Delphi may better be used to 
omplexity” (p. 564).   More often than not a belief exists that the defined steps used 
toward solving the dilemmas of science and technology can be applied to the social and 
behavioral sciences.  However, as Linstone (Linstone & Turoff, 2002b) stated it is the 
“multitude of interactions” (p. 564) that must not be forgotten and will ultimately keep 
this from happening.  Simplification efforts also occur in the effort to avoid conflict or 
just through the process of communication.  Furthermore, life experience provides an 
individualized perception toward forecasting the future (p.564). 
differences.  Recent events have greater affect on subjective decision making t
the events of a more distant past.  To avoid these problems Linstone (Linstone & 
Turoff, 2002b) suggested the following: Orient the future to a closer, more comfortable 
time line or adequately expand the time line to accommodate the participant’s ability to
envision (p. 561).  The time factor is echoed by Stitt-Ghodes and Crews (2004) as it 
relates to the participant feedback.  Here they discuss the importance of allowing 
sufficient time for all panelists to adequately respond (p. 5). 
     The prediction urge Linstone (Linstone & Turoff, 2002b) desc
to lean towards precise predictions and away from anything resembling the unknown.  
When consensus of thought is accepted, any differences to the majority opinion are 
often disregarded.  Th
present all options rather than discount any that are based on convergence (p. 563).     
     Linstone (Linstone & Turoff, 2002b) stated that “simplicity is preferred to 
c
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     Helmer (1976) gave specific suggestions regarding the selection and use of an expe
panel.  He suggested three guidelines for use in working with this panel.  They included 
the following points. 
     (1) Select your experts wisely. (2) Create the proper conditions under which they can 
      use considerable caution in deriving from their various opinions a single combined
 
rt 
      perform most ably.  (3) If you have several experts on a particular issue available, 
 
      position. (p. 4)  
Illusory expertise regards the frequent use of experts as participants in a Delphi 
proceeding.  Experts, however, are not immune to bias and the limitations established 
through expert status such as a lack of objectivity.  Linstone (Linstone & Turoff, 2002b) 
also noted that a grouping of panelists, each considered a subsystem specialist, does not 
necessarily combine successfully to appreciate the system as a whole (p.566).   
     What Linstone (Linstone & Turoff, 2002b) referred to as “sloppy execution” (p. 567) 
can occur with both the participant and the researcher.  The efforts of the researcher 
towards design structure, analysis of responses, selection of participants coupled with 
dedication of the participants and interactions between the researcher and participant are 
all critical aspects to the success of the Delphi study (p. 569).  Williams and Webb 
(1994) also weigh in on similar concerns involving the panel.  They express anxiety 
regarding the lack of standards for panel selection or size.  These same concerns call 
into question the validity of results based on the response rates (p. 182).  The debate 
continues as Stitt-Gohdes and Crews (2004) also mention how a “variety of 
perspectives exist regarding the number of participants needed” (p. 8). 
     With long-term predictions there is a frequent tendency toward pessimism while 
short-term predictions are often overly optimistic.  Once again, this is due in part to the 
individual characteristics of participants.  However, based on past experience, many 
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participants will lack creativity when making long-term projections.  And when 
projecting more short-term solutions, the multitude of potential interactions may not b
given full consideration (Linstone & Turoff, 2002b, p. 568). 
     The overly enthusiastic researcher can have unrealistic
e 
 expectations for the use of a 
se on 
 
p. 
o 
her 
t additional methods of addressing the issue being investigated (p. 
eater 
 Through this recognition, the ability of the 
researcher to reduce such problems and their relative effects on the study is greatly 
increased (p. 570). 
Delphi.  Likewise, overselling the Delphi procedure can occur through repeated u
the same topic or excessive community involvement.  Other important considerations
include an understanding of the community it is ultimately intended to benefit and the 
effective use of the Delphi method to assist that group (Linstone & Turoff, 2002b, 
569).  As noted by Stitt-Gohdes and Crews (2004) the researcher may further add t
problems if they are lacking in creativity.  They suggest this can occur if the researc
is unable to interpre
5). 
     Unfortunately, the Delphi can also be used for less than noble purposes.  In fact, 
Linstone (Linstone & Turoff, 2002b) considers deception as the least acknowledged 
potential danger in using a Delphi study.  Manipulation and distortion of data at any 
point in the process can produce tainted results (p. 570). 
     Linstone (Linstone & Turoff, 2002b) goes on to admit that a Delphi which is 
conducted in a trustworthy and forthright manner will have sufficient structure as to 
make the potential errors more easily observable.  Consequently the researcher, while 
perhaps unable to completely eradicate a problem, should certainly have a gr
opportunity to recognize its presence. 
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     Recent research by Norcross, Hedges and Prochaska (2002) discuss limitations to 
ater inclinations toward 
e 
, 
hi 
ve 
e noted as follows to 
 
hese 
Kendall, Medeiros, Hillers, Chen & DiMascola, 2003).   
Delphi research and specific to their situation.  Because all panelists within their study 
were located within the United States, global generalizations of the findings were not 
appropriate.  They considered that their panelists may have gre
current more familiar thought processes rather than making projections regarding th
unknown, also recognizable as the “prediction urge” Linstone (Linstone & Turoff
2002b) describes.  Another note made by Norcross et al. regards the fact that a Delp
can only make predictions.  It does not mandate change.  Also, because the sampling 
process is relatively controlled there can be discrepancies in the population 
representation within the sample.       
Delphi Method Application Examples 
     Helmer (1967) best described the Delphi Technique as an attempt “to make effecti
use of informed intuitive judgement” (p. 4).  Multiple examples ar
make projections based on the opinion of a panel of experts.  
     A group nationally recognized as experts in food safety were polled to identify 
especially significant food-handling behaviors.  The significance occurred in the 
relation of food handling behaviors to the at-risk populations under consideration.  
These included anyone with a compromised immune function within the groups most 
affected by pregnancy, age, disease process or pharmacologic therapy.  Within this
study, food handling behaviors were rated in terms of importance for each group. T
behaviors were initially gathered from literature sources.  Consensus was determined 
when agreement among the Delphi panelists reached 80% or better after four Delphi 
rounds (
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     Determining the research priorities in the area of Tech Prep was the theme Farmer
(1998) used to identify issues expected for Tech Prep-based education for the next 
decade. Initially there were 37 respondents willing to participate, however, actual 
participation ranged from 27 to 33 for each round.  Within three rounds, 11 major 
research categories were established and ranked in importance.  In addition, 98 research
questions and problem statements were produced as a result of this effort. The 98 
research items were then rated based on a five-point Likert-type scale. Use of the
interquartile range was employed to determine consensus. As a result, 28% of the 98
research priority items were ranked at a level considered not very important (Farmer
1998). 
     Faculty, Employer, and Client Perspective of Clinical Competence in Community
based Health Care was the title of the study by Godin (1996) to determine what skills 
new nursing graduates will be faced with in the community setting. Healthcare faculty, 
employers and clients who would have the closest associations with these new nursing
graduates, were chosen to serve as the expert panel within
 
 
 
 
, 
-
 
 this Delphi study.  The aim 
lness, 
basic survival skills, community resources, critical thinking and decision making.  This 
was to identify the elements most associated with quality delivery of services.  Two 
main categories of competence were identified as a result of this process.  They 
included 1) Personal Attributes and 2) Knowledge and Skills.  The area of Personal 
Attributes more specifically included the following: creativity and resourcefu
independent function/self confidence, common sense, comfort/encouragement, 
kind/courteous, and self learning/initiative.  The area designated as Knowledge and 
Skills focused on knowledge of safety issues for patient and self, environmental issues, 
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information provides the opportunity to enhance all current curriculums dealing with 
community health education and service (Godin, 1996). 
     The Delphi process intended for this research incorporated selected aspects from 
each of these three examples.  Godin (1996) sought to determine skills needed by new 
nursing graduates as a result of a move towards delivery of health care services w
the community.  Likewise, this study was seeking to determine the same for 
paraprofessional caregivers.  These skill needs were current as well as future proje
as indicated by the Delphi panel.  As in the study by Kendall et al. (2003), a list of skil
preselected from various
ithin 
ctions 
ls 
 sources formed the basis from which to work thus establishing 
a modified Delphi technique.  Similari udy by Farmer (1998) included the 
    
the 
ially 
 
-
ties to the st
use of a five-point Likert-type scale for ranking the skills in a three-round process.
     Delphi studies can and do vary in their individual strategies.  This underscored 
versatility of this research procedure.  The Delphi methodology is the perfect venue to 
aid in the projection of future needs based on individual expectations and group 
consensus.  It is an accepted research method in the realm of health care and espec
appropriate for projecting needed workplace skills and competencies.  It was this
reasoning which led to the employment of the Delphi technique in accomplishing the 
objective of this study.  
Summary 
     The demands required of a rapidly aging population have descended upon our 
society.  The emerging requirements of the baby boomer generation are only just 
beginning to be felt.  However, this generation will have a significant influence on long
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term care services for several years to come.  This raised not only the concern as to wh
will serve as caregivers to this and coming generations but w
o 
ill they be prepared? 
es such 
 
ult, the skills taught within current and future training 
 
e 
ive 
 
     The need for caregivers is definitely growing in demand.  And the assistance 
provided by these caregivers will range from the most basic of daily life activiti
as eating, bathing, and dressing to the more complex activities of meal preparation, 
home maintenance and transportation.  Additionally, the wants and needs of today’s 
older population will not be the same as those of future generations.  One of the major
changes taking place is the preference for aging in place.  No longer is a traditional 
nursing home the setting of choice for residence.  The preference is to remain at home 
in familiar surroundings.  This change alone increases the demands on the time and 
skills of the caregiver.  As a res
programs need to be addressed today by training providers. 
     Currently, there are some well established curricula readily available for use in 
teaching non-medical skills to the paraprofessional caregiver.  These provide a 
substantial basis for development of future training programs.  While any curriculum
can establish a working base from which to provide training, the need to update is to b
expected.  With technology changes and population changes in particular, changes in 
the variety and level of skills are not only anticipated, they are required.  These changes 
will factor together with individual client preference to cause the need for new skills to 
be added to any training program desiring to provide the most efficient and effect
non-medical caregiving skills. 
     In addition to providing workplace skills, the non-medical skill training offers 
secondary benefits.  Any increased awareness and ability in the areas of nutrition, food
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safety and preparation, cleaning and sanitation to name a few are sure to spill over to 
enrich personal as well as work lives.  For instance, increased knowledge of various 
nutrients and their food sources could enhance the caregiver with his/her personal as 
well as professional responsibilities.  Also, a working familiarity with modified diets is 
likely to be of assistance to one or more friends or family members.  All in all, the skills 
and overall benefits provided through non-medical caregiver training have the potential 
for numerous applications to the individual, the workforce and the community.   
     The trend for in-home long-term care services is on the rise.  The growing elderly 
population is feeding this trend today and will continue to do so on into the future.  
Non-medical assistance is a significant part of the in-home services.  Through Delphi 
methodology, the effort was made to establish an updated list of skills needed to more 
effectively prepare the paraprofessional caregiving workforce with non-medical skills 
appropriate today and for years to come.  
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CHAPTER 3 
METHODS AND PROCEDURES 
 
Methodology 
 
     Based on the review of literature, the need existed for more comprehensive training 
for paraprofessional caregivers.  Because non-medical assistance can incorporate wide 
ranging subject matter, an equally wide range of skills can be required.  Therefore, 
those persons involved with in-home caregiving are the logical choice to provide the 
expertise needed to fully appreciate skill demands.  The Delphi Technique was a 
research method which could accomplish the identification of non-medical skills and 
competencies needed by paraprofessional caregivers. 
     The intent of this study was to identify the non-medical job skills needed by the 
paraprofessional caregiver of today and into the future.  This approach in the 
development of a list of competencies was intended to reflect all aspects of non-medical 
caregiving as may be needed with the rapidly growing elderly population.   
     This qualitative study is classified as descriptive research.  The survey procedure 
was based on a modified Delphi technique.  Jones and Hunter (2002) verified this 
method as an appropriate course of action widely used in health related research.   
     The intent of this chapter was to describe the population and sample, instrument 
development and procedural methods.  In addition, data collection procedures and the 
data analysis techniques used in the study were also addressed.   
     In accomplishing this research, it should also be noted that approval was requested 
and obtained from the Louisiana State University Institutional Review Board.  The 
application used for that purpose is found in Appendix A.  
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Population and Panel Selection 
 
Target Population 
 
     The target population for this study included any individuals who train, hire, 
supervise, review or otherwise evaluate the services provided by paraprofessional 
caregivers.   This group could include individuals from Nursing Homes, Staffing 
Agencies, Government Service Providers, Home Health Agencies Retirement and Life 
Care Communities, Home Care Agencies and Assisted Living Facilities to name a few 
from the business sector.  Equally as valuable to this population were caregiver 
educators or those from professional organizations which seek to enhance the 
professional practice standards for the paraprofessional caregiver.  However, with the 
focus of this research centered on the wide variety of skills potentially required for in-
home care, the initial panelists included representation from government agencies, 
academia, professional caregiver organizations and home care agencies.  The home care 
agency participants were selected from businesses that provide their own training for 
non-medical in-home care as it applies to activities of daily living and instrumental 
activities of daily living. 
Panel Selection 
 
     In selecting the Delphi panel participants a beginning number of 30 was set with a 
minimum of 15 responses required prior to data tabulation.  To establish this group, a 
qualifying questionnaire was developed to determine the suitability of potential 
panelists to serve on the panel.  Each question had specific instructions related to how 
the potential panelist answered the questions (see Appendix B).  Administration of the 
questions was conducted during a phone conversation (see Appendix C) with the 
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exception of two participants.  Due to their demanding schedules the questionnaire was 
sent as an electronic mail attachment.  Detailed instructions were provided on 
completing and returning the questionnaire.  There were five specific questions used for 
qualifying participants (see Appendix B).  Following their acceptance to the panel, a 
letter was sent to thank them for their willingness to participate and to request their 
nominees (see Appendix D).  After one week, any participants who had not yet 
provided nominee names were sent a reminder letter (see Appendix E).    
     The 4 initial potential panel members were contacted as the first level of the 
selection process.  During this contact, detailed information was provided about the 
research study.  If the potential panel members were interested in participation a series 
of qualifying questions (see Appendix B) were posed to each person.  In addition to 
indicating that they would be interested in participating in the study, the final 
determining factor to be included as an initial panel member was their willingness to 
provide at least six additional potential participant names and contact information.   
     This process provided three initial panel members at the first level of contact.  When 
the intended fourth initial panelist indicated they did not feel qualified to provide 
additional names, other persons were researched and contacted as a replacement.  In the 
second level of contact, subsequent nominees resulting from the initial panel members 
were asked to provide only one potential participant name and contact information.  As 
the process continued, single nominations were being solicited at the third and fourth 
levels from subsequent nominees.  Also, because there was a considerable length of 
time involved in making contact with the desired fourth initial panel member, the panel 
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was already well on its way to being established.  Several subsequent nominees 
volunteered multiple names as well.  
     All potential panel members were contacted by phone if the electronic mail address 
was unknown.  Details of the study were either discussed over the phone, sent as an 
attachment to an electronic mail letter or in one case, the information was faxed.  When 
possible, a letter of introduction and attachment detailing the survey procedure was 
electronically mailed to a potential participant.  The ability to provide the survey details 
in advance was intended for their benefit.  This allowed them the opportunity to read 
about the study, formulate any questions and then indicate their preferred day and time 
for a follow-up contact.  Prior to panel selection, the researcher intended to ask all 
potential panelists to give nominee names in confidentiality with the researcher making 
all contact with potential panelists.   However, it was the request of the first initial 
panelist to seek permission from the nominees before providing their name and contact 
information to the researcher.  Therefore, subsequent nominees were ultimately chosen 
based on the thought that their participation was confidential within their organization 
or office.  For example, if two individuals from the same organization were nominated 
by separate individuals from different organizations, it was considered that their 
participation would be confidential. 
     The results of the qualifying questionnaire (see Table 2) varied minimally in all but 
question two.  The first question established the participant’s working knowledge and 
appreciation for non-medical caregiving services and resulted in all 30 providing 
positive responses for this question.  Next, potential participants were questioned 
regarding the ease of locating qualified caregivers.  This query resulted in 16 yes  
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Table 2: Qualifying Questions, Results and Comments Regarding Establishment of 
the Delphi Panel 
Question Yes No Unsure Comments 
1. Do you feel you have a strong  
working knowledge and 
appreciation 
 for the broad scope of non-medical 
services a caregiver may be asked 
to provide to assist with activities 
of  
daily living and instrumental 
activities  
of daily living? 
 
 
30 
 
 
0 
  
2. Do you or the organizations you  
represent easily find qualified 
people  
to fill the positions requiring non-
medical caregiving skills? 
 
16 
 
12 
 
   2 
One panelist was reluctant to 
say yes or no and answered 
only “fairly easily”. Another 
panelist stated that the 
question was really not 
applicable to him but 
volunteered that the answer 
from his associates for 
whom the question was 
applicable would be no.   
3. Would you be willing to 
participate in a study that projects 
needed non-medical caregiving 
skills for today and into the future? 
 
 
30 
   
4. What is your preferred method 
of participation? 
   27 Choose Electronic Mail 
2 Chose U. S. Mail 
1 Asked to have both 
options 
5. Do you feel qualified to 
nominate at least 6 people/1 person 
to participate in this study who you 
know or believe to have a strong 
working knowledge and 
appreciation for the broad scope of 
non-medical services a caregiver 
may be asked to provide with 
activities of daily living and 
instrumental activities of daily 
living? 
 
 
 
 
 
29 
 
 
 
 
 
 1 
  
 
 67 
answers and 12 no answers.  Of those 28, 5 indicated that the use of the word “easily” 
made the question more difficult to answer.  The remaining two panelists had different 
 responses.  One was reluctant to say yes or no and answered only “fairly easily”.  
Another participant stated that the question was really not applicable to him but 
volunteered that the answer from his associates for whom the question was applicable 
would be no.  When asked about their willingness to participate in this study all 30 
participants answered yes.  Next, potential participants named their preferred method of 
response to the surveys.  Twenty-seven elected to use Electronic Mail, 2 requested to 
participate via U. S. Mail and 1 asked to be provided with both options.   The fifth and 
final question requested a willingness to nominate additional people to participate 
which resulted in 29 yes answers and 1 no.    
     From a combined total of 65 potential panelists, 6 declined participation for reasons 
of feeling unqualified or having insufficient time.  Another 6 potential panelists did not 
respond after the second request to participate.   Contact information was received for 
an additional 23 potential panelists who ultimately were not needed for Round 1.  Once 
the final panel was in place, those 23 were notified that the panel selection process was 
complete.  Letters of thanks (see Appendix F) were sent for their efforts in providing 
nominees and willingness to participate.  They were also instructed that their name and 
contact information would be kept and they would be contacted should any of the 
original 30 panelists decline participation prior to Round 2.   
     The final 30 were obtained from various levels of contact as outlined in Table 3.  
The first 30 qualified panelists comprised the drawn sample.  However, qualified 
panelists were selected as the result of a four level process.  At the initial level of 
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contact, five participants were established.  While four initial panelists was the goal, one 
of the initial four declined to provide additional nominees.  Therefore, that person was 
retained as a panel member but another person was sought as a replacement for the 
fourth initial panelist position.  From the first level of contact 30 potential panelists 
were nominated.  At the second level of contact 17 panelists were established and 
another 17 nominees were received.  At the third level of contact six nominees were 
qualified as participants and another eight were nominated.  The fourth and final layer 
of the process resulted in two established panelists and four additional nominees.  One 
person of unknown origin also made contact to state their interest and availability to 
participate in the study.  This brought the final total of contact names gathered for the 
study to 65.   
Table 3: Results of Process to Establish the Delphi Panel  
Level of 
Contact 
Established Panelists 
per Level of Contact 
Potential 
Panelists 
Ongoing Total Number of 
Established Panelists 
First 5 (3 + 1 +1) 30 (24 + 6) 5 
Second 17 17 22 
Third 6 8 28 
Fourth 2 5 (4 + 1) 30 
Final Total 30 65  
(60+original 5) 
30 
 
     Fifty-three days after the process was initiated to establish the panel, the 30 panel 
slots were filled and the selection process ended.  All participants resulted from 
nominations that spanned 18 states as follows:  Arizona, California, Colorado, 
Connecticut, Florida, Illinois, Indiana, Louisiana, Nebraska, New Mexico, North 
Carolina, Maryland, Michigan, Montana, Ohio, Pennsylvania, Tennessee and 
Washington.  In addition, the panelists represented caregiving concerns from various 
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sources.  Twenty-one were from business backgrounds, while 2 came from education, 1 
from government and 6 from professional or trade organizations.   
Sample  
     Snowball sampling, also known as chain sampling, was used to select the sample.  In 
such a purposive process, a beginning group of participants is asked to nominate others 
knowledgeable of the subject matter (Ary, Jacobs and Razavieh 2002, p. 58).  In this 
situation, an initial group of four was selected and requested to suggest other 
participants.  This effort supplied a number of potential participants sufficient as to 
culminate in a minimum of 30.  It was anticipated that this group would provide a 
number adequate to ultimately meet the standards of 15 to 20 respondents for each 
round as suggested for Delphi methodology (Kendall et al., 2003).  Delbecq, Van de 
Ven & Gustafson (1975) suggested that a homogeneous group of 10 to 15 might be 
sufficient. Wilhelm (1999) acknowledged that the “criterion for deciding on sample size 
is not a statistical one…and with homogeneous groups of experts, good results can be 
obtained even with small panels of 10-15 individuals” (p. 110).  From their experience, 
Delbecq, et al. (1975) found that “few new ideas are generated within a homogeneous 
group once the size exceeds thirty well-chosen participants” (p. 89). 
     The number established for this study stemmed from the list of business and 
professional areas mentioned earlier.  The foundation for this selection process was 
based on the participant’s prior experience with caregivers from a professional and/or 
personal basis.  Their inclusion as a panel member was based on their answers to the 
Questionnaire for Establishing a Delphi Panel (see Appendix B).   The plan proceeded 
as follows:  
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A. An initial panel of four individuals who have expertise in home-based 
caregiving were selected by the researcher.  One represented a national 
home care organization at the state level.  The three others were from 
home care businesses that provide their own training for non-medical in-
home care as it applies to activities of daily living and instrumental 
activities of daily living.   
B. Initial contact with these four individuals was made by telephone (see 
Appendix C) or electronic mail (see Appendix G).  At that time, details 
of the study were provided (see Appendix H).  Follow-up phone calls 
established further qualifications based on individual answers to a 
questionnaire (see Appendix B).   
C. Once all four initial panelists were established, this process was repeated 
with each of their nominees until the target number of thirty panelists 
was achieved.  However, each of the nominees provided by the initial 
four panelists was only asked to provide one additional nominee.  
Nominees were solicited from all those contacted.  As nominations were 
received, potential panelists were contacted until the 30 member panel 
was established.  All those who had been contacted regarding 
participations in this study were then advised by email or U. S. Mail (see 
Appendix F) when panel selection was complete.  Information for the 
additional nominees who were not needed initially was maintained in the 
event of needing replacements during the course of the survey.  This was 
intended as a safeguard for maintaining an acceptable ending level of 15 
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panelists as determined by the literature (Delbecq et al., 1975; Kendall et 
al., 2003; Wilhelm, 1999). 
1. Each of the initial panelists were asked to recommend at least 
six additional individuals whom they considered to hold expert 
status in recognizing effective caregiving skills as based on the 
questions put forth in the Questionnaire for Establishing a 
Delphi Panel (see Appendix B).  Subsequent nominees were 
asked to recommend one additional individual whom they 
considered to meet the same qualifications.  The nominees 
could be located anywhere in the United States. 
2. The final determination of acceptance for all participants was 
their expression of willingness to take part in this Delphi study. 
3. Once the final number of 30 was achieved, this group served to 
provide the drawn sample from the accessible population. 
4. Each panelist was assigned a code number to maintain 
confidentiality within the group. 
Instrument Development 
     The initial survey document began with a statement which read “The types of skills 
and/or competencies needed by a caregiving paraprofessional to provide effective and 
efficient in-home non-medical (non-invasive or non-sterile) caregiving skills include a 
working understanding of …”  to prompt panelist responses.  This statement preceded a 
list of skills and competencies, established from various sources.  These sources 
included the literature (Epstein et al., 1996; Godin, 1996; National Health Care Skills 
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Standards Project, n.d.; National HomeCaring Council, 1990; National Institute for 
Literacy, n.d.; Secretary’s Commission on Achieving Necessary Skills, 1991;  
Trench, 1998) and on-line marketing materials from the home websites of Home 
Instead Senior Care (2004), Visiting Angels (2005), Home Care-Giver Services (n.d.), 
Comfort Keepers (2004), At Home Senior Care (2004) and ComForcare (2004).   
The selected information touted the variety of services provided by the previously 
mentioned home care franchise agencies.  This prepared list was submitted to the 
Delphi panelists for modification and rating of the non-medical skills they felt were 
important to in-home caregivers.  The list was composed of 68 skills divided into  
seven categories.  These categories included the following: Personal Care and  
Safety, Sanitation and Infection Control, Living Environment and Home Management, 
Nutrition and Food Preparation, Personal and Professional Communications, 
Transportation and Recreational Activities and Industry 
Orientation/Employability/Ethics.  This process was planned to occur through a series 
of three rounds. 
     The electronic version of the Round 1 survey was field tested for readability, 
understanding, and clarity of instruction.  The initial document was presented for  
field testing by a panel of three experts.  This panel of three consisted of representatives 
from academia and the business communities representing in-home healthcare and/or 
eldercare services.  Suggested changes were made to the document which regarded 
wording of the open ended survey statement used to prompt the Delphi panelists  
and instructions on returning the document.  One final test was then successfully 
conducted.   
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Instrumentation Procedure and Data Collection   
     This modified Delphi procedure was presented in three rounds in an effort to build 
consensus and develop the most inclusive list of non-medical caregiving skills as 
determined by the panel of experts.  Once the initial panel members had been contacted 
a letter of introduction (see Appendix G) was sent along with a document providing 
survey details (see Appendix H) prior to starting the survey.  Once the survey began, 
three rounds were required to accomplish the following: 
Round 1 Preparations 
     Within the Round 1 survey, panelists were provided with a prepared list of 68 skills 
and competencies divided into seven categories.  Participants made their selections 
based on the following survey statement: The types of skills and/or competencies 
needed by a caregiving paraprofessional to provide effective and efficient in-home non-
medical (non-invasive or non-sterile) caregiving for today and into the future includes a 
working understanding of …  
     Check boxes were placed next to each skill offering.  While keeping the survey 
question in mind, participants were then instructed to mark the boxes beside those 
skills/competencies they believed to be important in training paraprofessional 
caregivers regarding non-medical skills and competencies.  They were further  
instructed to base their selections not only on current but anticipated future needs as 
well.  In addition, all panelists were encouraged to write in additional 
skills/competencies which were not already included but which they considered 
important.  Instructions were made available in an introductory letter as well as at the 
beginning of the survey document.   
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     Round 1 Process 
     Electronic participants received their introductory letter (see Appendix I) in the body 
of an electronic mail transmission.  Their individually coded survey document (see 
Appendix K) was then provided as an attachment.  In the letters, members of the sample 
were given instructions that assisted them in opening, saving, completing, saving again 
and returning the completed survey.  Check box form fields and text form fields enabled 
the electronic participants to mark their choices and write in additional skills.  All 
electronic surveys were also password protected to prevent any changes from occurring 
within the document.  Internet security was another important protective element of the 
electronic participation.  All participant email receipts were removed from the 
researcher’s email inbox and were downloaded to the researcher’s hard drive for 
maximum security.  Antiviral software was updated daily to insure researcher email 
transmissions were free from viruses. 
     U. S. Mail participants were sent introductory letters (see Appendix J) along with a 
hard copy, individually coded survey document (see Appendix K) and a self-addressed 
stamped envelope for return of their completed survey.  Check boxes were provided for 
them to manually mark their choices.  They were also instructed to write additional 
skills/competencies in the space following the end of each category.  However, if 
additional writing space was needed, they were asked to write on the back of the survey 
pages noting the category with which they wanted the skill/competency associated.   
     As previously noted of the 30 participants 2 chose to receive their survey through the 
U. S. mail, 27 chose to receive the survey through electronic mail and 1 requested to 
receive the survey electronically and by U. S. Mail.  On Wednesday, November 24, 
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2004, the 3 U. S. Mail Round 1 surveys were sent with the remaining 28 emailed four 
days later.  As completed documents were returned, electronic notes of thanks for 
prompt response (see Appendix L) and a reminder to watch for the Round 2 survey 
were sent to electronic mail participants.  U. S. Mail participants were notified with 
handwritten post cards.  Unsuccessful attempts to return electronic surveys were 
notified to make another attempt (see Appendix M).  However, one week later 17 
completed surveys (1 U. S. Mail and 16 electronic mail responses) had been 
successfully received and processed toward the Round 2 survey document.  Therefore, 
nine days after the initial notification U.S. Mail non-respondents were sent reminder 
letters (see Appendix N), duplicate surveys and a self-addressed stamped envelope for 
return of the completed documents.  Two days later, the Round 1 electronic non-
respondents were sent follow-up reminder letters (see Appendix O) and duplicate 
Round 1 surveys to replace those that may have been lost or otherwise deleted.  Sixteen 
days after initiation of this research, phone calls were placed to the four non-
respondents to insure their receipt of their survey and to address any questions or 
concerns that may have prevented their response to date.  Messages were left for the 
three who were not available.  The fourth non-respondent indicated that an attempt had 
been made to send the completed document but that he was unaware that it had not 
arrived.  Immediately another attempt was made with success.  Of the three remaining 
non-respondents, another sent their completed survey with a note explaining the delay. 
     Three days after the reminder telephone calls were made, an email message was sent 
to the remaining 2 non-respondents.  This message requested that their completed 
surveys be returned within two days in order to be included in the data collection.  One 
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completed survey was returned the next day.  The only non-respondent for Round 1 was 
the panelist who requested to receive their survey both electronically and through the U. 
S. Mail (see Table 4). 
Round 2 Process 
     Two days after Round 1 was terminated, the Round 2 surveys were sent. Twenty-
eight were sent electronically (see Appendix P) and 3 were sent by U.S. Mail (see 
Appendix Q).  Although only 29 responded to Round 1, all panelists were eligible to 
again participate in Round 2.  The accompanying letters (see Appendix R) asked 
panelists who might be away for an extended holiday period (Round 2 was conducted 
during the Christmas Holidays) to advise the researcher if they would be unable to 
return their completed surveys within seventeen days.  The first of the Round 2 
completed surveys were returned the same day.   
     The Round 2 survey included all skills/competencies indicated as important by any 
of the participants from Round 1.  In addition, it included the new skills/competencies 
introduced as a result of the Round 1 survey.  The new skills/competencies were either 
listed individually or combined with similar selections from the previous round.  Every 
effort was made by the researcher to reduce duplication among the skills and 
competencies introduced in Round 1 by the Delphi participants.  As in Round 1, 
duplicate skills were reviewed.  Individual characteristics were maintained even at the 
risk of redundancy.  Conflicting opinion with the same skills resulted in the 
development of multiple skill offerings sufficient to reflect all viewpoints. 
     As the survey began, panelists were instructed to keep in mind the spirit of the open-
ended survey statement.  Participants were also reminded to base their ratings not only 
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on current training needs but anticipated future needs as well.  Rating options were as 
follows: 1=Not Important, 2=Somewhat Important, 3=Important, 4=Very Important and 
5=Extremely Important.  Electronic participants made their selections from a drop-
down form field.  U. S. Mail participants wrote in the number of their desired rating.  
All participants were encouraged again to write in any new skills/competencies they felt 
should be added.   
     While processing the first returns, it was discovered that two of the job 
skills/competencies on the electronic surveys allowed no opportunity to assign a rating.   
As a result, a letter (see Appendix S) was constructed to acknowledge completed 
surveys as they were returned and to provide the opportunity for panelists to indicate 
their rating choices for those two skills/competencies.  Panelists were able to easily 
return the email message as a reply and include their assigned ratings.  The occasional 
survey also included some unassigned ratings.  When transferring data to the Excel 
spreadsheet for tabulation, any unrated skills/competencies were left blank.   The 
decision was made not to pursue a correction on these unrated skills/competencies as 
they were sporadic and the opportunity would be available for this correction in the 
Round 3 survey.   
     Seventeen days after Round 2 was begun, a reminder letter (see Appendix T) and 
individually coded copy of the Round 2 Survey (see Appendix U) were sent 
electronically to the eight non-respondents from Round 2.  No survey was sent by U. S. 
Mail to the one panelist who had requested to participate via both U. S. Mail and 
electronic methods.  This decision was based on the fact that there was insufficient time 
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to both send and receive the U. S. Mail version and the fact that the electronic version 
was still a viable option.    
     One day after Round 2 reminder letters were sent, one completed survey was 
returned with a note saying that they had completed the survey much earlier and thought 
it had already been sent.  At that time Round 2 was considered complete with 23 
returned surveys.  Data tabulation and preparation of the Round 3 Survey documents 
was begun.  However, five days later, another completed Round 2 Survey was returned 
bringing the final number of Round 2 respondents to 24 (see Table 4).  At that time the 
data and Round 3 preparations were revised to accommodate the data from the 24th 
respondent.  Once the Round 3 document was complete, it was submitted to an outside 
contact in the field of education to field test the document for potential problems.  It 
was returned with no electronic problems encountered. 
Round 3 Process 
     Only those panelists who returned completed and useable Round 2 Surveys were 
allowed to continue into the Round 3 process.  Five days following the termination of 
Round 2, 24 Round 3 surveys were sent.  Twenty-two were sent electronically (see 
Appendix U) and two were sent by U.S. Mail (see Appendix V).  The accompanying 
letter (see Appendix W) simply asked panelists to return the completed surveys at their 
earliest convenience.  No deadline was imposed at that time.  
     The first acknowledgement of the Round 3 survey came two days later in the form of 
a concern.  Upon comparing the Round 3 survey to their copy of the Round 2 survey, 
rating discrepancies were noticed.  Further examination by the researcher revealed that 
the wrong survey had been sent to this participant.  The problem was immediately 
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corrected and the remaining Round 3 surveys were then checked for accuracy regarding 
their intended recipient.  No other documents were found to contain this same problem. 
     The Round 3 survey included all skills/competencies from Round 2.  In addition, it 
included two new skills/competencies introduced as a result of the Round 2 survey.  
The new skills/competencies were not combined with other skills but were listed 
individually within their respective categories.   
     As the survey began, panelists were again instructed to keep in mind the spirit of the 
open-ended survey statement.  Participants were also reminded to base their ratings as 
follows: 1 = Not Important, 2 = Somewhat Important, 3 = Important, 4 = Very 
Important, and 5 = Extremely Important.  Electronic participants made their selections 
from a drop-down form field.  U. S. Mail participants wrote in the number of their 
desired rating.  All participants were encouraged again to write in any new 
skills/competencies they felt should be added.   
     Two days after the initial mailing, the first completed Round 3 surveys were 
returned.  During that week, nine completed surveys were returned electronically and 
one through the U. S. Mail for a total of 10.  Five days later, a reminder letter (see 
Appendix X) and individually coded copy of the Round 3 Survey (see Appendix U) was 
sent electronically to the 14 electronic non-respondents from Round 3.  A coded copy of 
the Round 3 Survey (see Appendix V) and letter (see Appendix X) including a self 
addressed, stamped return envelope was sent to the single U.S. Mail non-respondent.  A 
letter of thanks was sent to acknowledge receipt Round 3 Surveys (see Appendix Y). 
     Within thirteen days of beginning the Round 3 process, another nine completed 
surveys had been returned electronically.  At that time, phone calls were placed to the 
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five remaining non-respondents.  After that time, three additional surveys were received 
electronically and 1 by U. S. Mail.  A fourth electronic submission was attempted 
however, the survey was not attached.  An electronic note was sent to advise the 
panelist of this omission but the requested document was not received prior to data 
analysis.  In addition, it was discovered too late that one panelist had mistakenly 
attached a duplicate copy of their Round 2 survey in place of the Round 3 survey.  
Therefore, 21 days after Round 3 started, it was considered complete with 21 returned 
and useable surveys (see Table 4).  Only one participant never responded to Round 3.   
Table 4: Number of Surveys Sent, Returned and Useable for Each Delphi Round 
Survey Round Surveys Sent Surveys Returned Surveys Useable 
Round 1 30 29 29 
Round 2 30 25 24 
Round 3 24 23 21 
 
 Data Analysis Techniques 
     Within Round 1, job skills were gathered. Similar or repetitive items were 
considered and placed or eliminated accordingly.  All items compiled from Round 1 
were implemented as the skill selections in the survey document for Round 2. 
     Beginning with Round 2, descriptive statistics were employed.  Round 2 data were 
compiled to provide the group mean, median and standard deviation for each of the 
skills from the first round.  The group medians, along with the individual skill ratings 
from each panelist, were established for Round 3 and any subsequent survey 
documents.  Because the Round 3 documents for each panelist included the individual 
ratings from their previous document, strict confidentiality was maintained.   Any new 
skill/competency suggested during Round 2 was also included in Round 3. 
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     Upon completion of Round 3, the final group mean, median, standard deviation and 
percentage was calculated for each skill. These mean rankings were as follows: 1.00-
1.50 = Not Important, 1.51- 2.50 = Somewhat Important, 2.51 – 3.50 = Important, 3.51 
– 4.50 = Very Important and 4.51 – 5.00 =Extremely Important.  The resulting 
groupings provided a picture of the importance of each skill as assigned by the panel.  
Following Round 3, results were analyzed allowing skills to be placed in order from 
most to least important.  Any skills/competencies offered by panelists during Round 3 
were grouped separately since no rating was available for them.  The standard deviation 
allowed any ties that occurred within the rankings to be broken.  The smaller standard 
deviation received first consideration for placement (DeLany, 2004; Gaspard, 1992).  A 
51% agreement among the Delphi panelists within one point of the median was 
established as the standard which would constitute consensus regarding each skill 
ranking (DeLany, 2004; Gaspard, 1992). 
     As a final act, all Delphi participants were sent a final letter of thanks for their 
participation (see Appendix Z).  This was to acknowledge the importance of their 
participation within this research study and thank them again for their time and effort.  
In addition, they were reminded that they would be receiving further instructions on 
how to access the final results of this study once it had been completed. 
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CHAPTER 4 
 
SURVEY PROCESS AND RESULTS 
  
Results of the Study 
 
     This research was conducted in an effort to identify the non-medical job skills of in-
home caregiving paraprofessionals as recognized within currently available curricula.  
Furthermore, the intent was to better identify the changing and expected needs of an 
aging and otherwise care receiving population.  The literature documents rapidly 
changing population demographics and the demands resulting from these changes.  
Through the examination of current training requirements and competencies in 
comparison to the changing population demands, emerging non-medical competencies 
were expected to be identified.    
     The objective of this study was to identify the non-medical job skills projected to be 
needed by in-home paraprofessional caregivers of today and beyond as indicated by the 
Delphi survey participants.  This was accomplished through a three round process.  
Round 1 provided 29 useable responses, Round 2 yielded 24 useable responses and 
Round 3 closed with 21 useable responses.   
Quantitative Results 
     Within the three rounds, Delphi participants expanded a beginning list of 68 
skills/competencies in Round 1 to 128 in Round 2.  Round 2 then expanded the list 
again to 130 for Round 3.  The synergistic effect so desired in Delphi research was 
again present in Round 3 as participants added three more skills/competencies.  
Following Round 3, the ending number of skills/competencies contained within each of 
the eight categories was as follows:  Personal Care and Safety (34), Sanitation and 
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Infection Control (12), Living Environment and Home Management (20), Nutrition and 
Food Preparation (11), Personal and Professional Communications (12), Transportation 
and Recreational Activities (10), Industry Orientation/Employability/Ethics (28) and 
Skills/competencies Significant to Multiple Areas of Non-medical Caregiving (6). 
     In addition to growing the list of skills and competencies, the Delphi panel was 
charged with rating each item as to their perceived importance in the training of 
paraprofessional caregivers.  Furthermore, a minimum level of 51% consensus was 
established for each item. Consensus was based on the number of scores that fell within 
+ or – one rating point of the group median.  Final totals declared consensus levels 
achieved to range from 71% to 100% on all items.   Based on an anchored scale of 
importance, the efforts of the Delphi participants assigned levels of importance to each 
skill and competency.  As a result, 29 were considered Extremely Important, 56 were 
Very Important, 35 were Important and 10 were Somewhat Important.  None of the 
skills and competencies were considered Not Important.  
Round 1 Results 
     Two days after final reminders were sent, the Round 1 survey process was halted and 
data tabulated from the 29 of 30 participants who responded.  All of the 68 original 
skills/competencies were recognized as important by at least a portion (21% or more) of 
the Delphi panel.  Those results are found in Table 5.   
     During the Round 1 process, the participants were presented a prepared list of skills 
and competencies and were asked to mark those they believed to be important in 
training paraprofessional caregivers.  They were also asked to write in any other skills 
or competencies they thought should be added.  Seven skills/competencies in five  
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Table 5:  Number of Delphi Panelists with Expertise in Non-medical Skills and 
Competencies Needed by Paraprofessional Caregivers Who Rated Each 
Skill/Competency as Important  
 
Personal Care and Safety 
 
Responsea
 
%b
1. Client Personal Hygiene, Grooming, Dressing and 
Elimination Procedures 
28 
 
97 
2. Proper Body Mechanics For Caregiver 27 93 
3. Proper Body Mechanics for Client 26 90 
4. Use and Care of Adaptive Equipment 25 86 
5. Medication Assistance and Awareness 25 86 
6. Arranging Appointments 24 83 
7. CPR and First Aid Procedures 22 76 
8. Apparel Selection 22 76 
9. Community Resources 21 73 
10. Nonsterile Dressing Techniques 17 57 
11. Monitoring Vital Signs 14 48 
 
Sanitation and Infection Control 
  
12. Handwashing 29 100 
13. Importance of a Clean Environment 29 100 
14. Cleaning Techniques for Bathroom, Kitchen, Bedroom and 
Living Areas 
28 97 
15. Infection Control/Universal Precautions 28 97 
16. Laundering Techniques 27 93 
17. Safe and Proper Use of Household Chemicals 26 90 
18. Safe Storage Methods for Food and Chemicals 26 90 
19. Storage and Disposal of Contaminated Items 24 83 
20. Infectious Diseases 19 66 
21. Isolation Techniques 14 48 
 
Living Environment and Home Management 
 
 
 
22. Identification of Hazards 28 97 
23. Grocery Shopping 27 93 
24. General Shopping 26 90 
25. Organization Techniques 23 79 
26. General Home Maintenance 16 55 
27. Comparative Shopping 15 52 
28. Assistance with Bill Paying 15 52 
29. Locating Maintenance Assistance 14 48 
30. Budgeting 14 48 
31. Sewing Assistance 12 41 
32. Coordination of Scheduled Maintenance 10 34 
33. Banking/Money Management Skills 7 24 
                                                                                         (Table continued)
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34. Basic Legal Terminology and Issues 6 21 
 
Nutrition and Food Preparation 
 
 
 
35. Meal Planning 29 100 
36. Food Storage and Clean-up 28 97 
37. Basic Food Preparation 27 93 
38. Modified Diets 24 83 
39. Food Serving Procedures  24 83 
40. Portion Control 21 72 
 
Personal and Professional Communications 
 
 
 
41. Recording/Reporting Observations 29 100 
42. Spoken Communications 28 97 
43. Client Communication Assistance 28 97 
44. Telephone Manners 25 86 
45. Medical Terminology 13 45 
 
Transportation and Recreational Activities 
 
 
 
46. Assisting To and From a Vehicle 29 100 
47. Homebound Activities 26 90 
48. Creative/Stimulating/Appropriate Activities 26 90 
49. Companionship Conversation 26 90 
50. Providing Transportation 25 86 
51. Community Leisure Activities 22 76 
52. Arranging for Transportation 19 66 
 
Industry Orientation/Employability/Ethics 
 
 
 
53. Communication and Interpersonal Skills 29 100 
54. Ethical Behavior and Treatment 29 100 
55. Employment Responsibilities 28 97 
56. Personal Behavior and Grooming 28 97 
57. Coping Skills  27 93 
58. Telephone Skills 26 90 
59. Stress Management  26 90 
60. Anger Management 24 83 
61. Decision Making and Problem Solving 24 83 
62. Interviewing 21 73 
63. Working conditions 21 73 
64. Time Management 20 69 
65. Benefits and Sources of Continuing Education 20 69 
Note: a The responses indicate the number of Delphi panelists who placed a mark beside 
that skill/competency indicating it to be important in training paraprofessional 
caregivers regarding non-medical skills and competencies.  These results are based on 
29 returned and useable Round 1 surveys. 
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b The percentage of responding panelists indicating some level of importance for that 
skill/competency. 
 
categories received 100% approval from the Delphi panel as an important consideration 
in training caregiving paraprofessionals.  Those skills/competencies are listed as 
follows: Handwashing, Importance of a Clean Environment, Meal Planning, 
Recording/Reporting Observations, Assisting to and from a Vehicle, Communication 
and Interpersonal Skills and finally, Ethical Behavior and Treatment. Only 10 of the 65 
skills/competencies listed in the Round 1 Survey received less than 50% 
acknowledgement from the panel as an important consideration in training 
paraprofessionals regarding non-medical skills.  The skill/competency listing of Basic 
Legal Terminology and Issues received the least acknowledgement with 6 (21%) of the 
respondents indicating that it was important.  
     Panelist suggestions for skills and competencies from Round 1 were numerous as 
shown in Table 6.  New additions to the list of skills and competencies from Round 1 
were reviewed for duplication.  Unique aspects were used to expand duplicate skills in 
order to maintain input from all panelists.  Obvious duplication or similarity in topic 
allowed for combination of some of the new and original skills/competencies.  Due to 
some conflicting panelist suggestions and accompanying comments (see Appendix 
AA), alterations were made to accommodate all viewpoints.  A prime example of this 
was found within the category of Living Environment and Home Management.  Within 
this category there were certainly conflicting opinions regarding budgeting and 
assistance with bill paying.  Therefore, the researcher felt it important to develop 
multiple options for inclusion with Round 2 to provide items that recognized varying 
levels of assistance with many of the suggested skills/competencies.  Another example  
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Table 6: New Additions to the list of Skills/Competencies as Suggested by Delphi 
Participants During the Round 1 Survey Process 
  
Personal Care and Safety 
1.  Turning and body positioning for bed bound clients 
2. Transfer assistance 
3. Oxygen therapy (cleaning and connecting nebulizers, reading O2 tanks levels of 
output, etc.) 
4. Observing for skin integrity 
5. Physical and mental status changes 
6. Normal aging 
7. Memory Impairments 
8. Safety Issues for those with memory impairments 
9. Other specific population based information such as those working with MRDD, 
visually impaired and hearing impaired 
10. Use of glucometer 
11. Are hearing aids included with adapted equipment 
12. Mental health issues 
13. Dementia 
14. Working with the resistive/uncooperative client 
15. Overview of the major health issues of specific populations 
16. Setting limits with clients in a professional manner 
17. Working with a family caregiver 
18. Working with client disabilities and illness 
19. Substance abuse 
20. Common emergencies 
21. Range of motion exercises 
22. Client hygiene, etc…the individual must be aware of their role in supporting these 
ADL’s but performing them as this may take them into a personal or custodial 
level of care. 
23. First aid procedures but  not necessarily CPR 
24. Medication assistance only at the level of reminding the care recipient it is time for 
medication.  No handling of meds or needles. 
25. General knowledge of fire safety, natural disaster awareness, carbon monoxide 
safety, inclement weather 
26. ROM exercises 
27. Caring for dying 
28. Caring for clients with Alzheimers 
29. Emergency procedures (evacuation procedures, etc.) 
30. Use and care of adaptive equipment to include DME, dentures, eyeglasses, hearing 
aids, etc. 
31. Advance directives 
32. Incident response procedures and protocol 
33. Recognizing and reporting signs of family violence, abuse and neglect 
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34. Recognizing signs of mental health and addition problems 
35. Proper transfer assistance techniques 
36. Setting and maintenance of appropriate boundaries 
37. Bladder health and incontinence management 
  
Sanitation and Infection Control 
38. Proper storage…the non-medical caregiver needs to be aware of the importance of 
proper storage and disposal, i.e. sharp containers 
39. Isolation…In some situations the caregiver may work with someone who has 
MRSA, TB or VRE.  Precautions should be taken 
40. Decubitus ulcer care 
  
Living Environment and Home Management 
41. Pet care 
42. Knowledge of emergency procedures/protocol 
43. Safety for home and self 
44. Assistance with bill paying…only mailing bills or delivering.  Should have limited 
involvement with the care recipient’s money. 
45. HIPAA and Privacy Laws 
46. Identification of hazards and alternatives for resolution 
47. Budgeting excludes management and financial or investment decisions 
48. Assisting with bill paying excludes management and any fiduciary responsibility 
49. Basic legal terminology and issues (see above for advance directives) 
50. Pest control 
51. Gardening Assistance 
  
Nutrition and Food Preparation 
52. Importance of fluid intake 
53. Monitoring fluid intake 
54. Basic nutrition 
55. Feeding a client 
56. Proper temperatures 
57. Ethnic meal preparation 
58. Food storage, identification and clean-up 
  
Personal and Professional Communications 
59. Communicating with difficult clients (memory deficits, stroke clients, etc.) 
60. Communication with families 
61. Communication with family and professionals involved 
62. Nonverbal communications 
63. Hearing/vision loss and communication 
64. Communication with hearing/speech impaired 
65. Dealing with difficult clients 
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66. Confidentiality training 
67. Medical terminology (including working knowledge of medical ancillaries, 
managed care and those entities that provide such care) 
68. Recording/reporting observations (Both on site and to supervision) 
69. Telephone manners (utilization of appropriate telephone technique) 
70. Cultural/ethnic and spiritual/religious sensitivity 
71. Confidentiality 
72. Appropriate use of health history and management of protected information 
73. Symptoms and courses of acute and chronic illnesses of adulthood including but 
not limited to heath disease, cancer, stroke, diabetes and lung disease. 
  
Transportation and Recreational Activities 
74. Basic card games/puzzles/rules (Pinochle, Cribbage) 
75. Holiday observations 
76. Honoring religious beliefs 
77. Effective reminiscing 
78. Defensive driving 
79. Homebound activities (including physical activities) 
80. Monitor and assist or support as needed for all transfers 
  
Industry Orientation/Employability/Ethics 
81. Fine line between being an employee and friend to the client 
82. Working with your supervisor to resolve issues/concerns 
83. Values clarification (nonjudgmental) 
84. Confidentiality 
85. HIPAA 
86. Boundaries 
87. Taking initiative 
88. Sexual harassment 
89. Personal Safety 
90. Basic etiquette with people with disabilities 
91. Documentation and incident reporting 
92. Employment responsibilities (both employer and employee) 
93. Professional behavior and grooming and dress 
94. Ethical behavior and treatment (includes client/patient rights) 
95. Telephone skills (timely receipt and response to calls, timely, accurate and 
appropriate reporting to supervision 
96. Appropriate use of support, cooperation with peers and guidance from supervisor 
97. Vehicle insurance 
98. Workers comp insurance 
99. Bond 
100. Liability insurance 
101. Emergency actions 
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102. Confidentiality                                                                                                              
103. Observation and reporting 
104. Scope of service 
105 Multi-cultural issues 
Note: These results are based on 29 returned and useable Round 1 surveys. 
was found within the category of Nutrition and Food Preparation regarding fluid intake.  
Suggestions were listed as (1) the importance of fluid intake and (2) monitoring fluid 
intake.  Therefore, these were combined to acknowledge all aspects of fluid intake.  As 
a result of this first survey effort, 105 additional skills/competencies were introduced by 
the panel (see Table 6).  From this group, 31 were repeated within multiple sections.  
These were then combined to create the new multiple areas category.  Removing the 
duplicated items from multiple categories and placing them in the separate category 
reduced the total number of skills to 150.  The remaining 74 also included some 
duplication of new ideas or extensions to the original 68.  Therefore, when these 
duplicated items were removed, the total number of items was further reduced to 128.  
Round 2 Results 
     Two new skills were added as a result of the Round 2 survey process which 
increased the skill/competency listing for Round 3 to 130.  Within the category of 
Living Environment and Home Management, Medicare/Medicaid/Benefits Expertise 
was added as a new skill.  Also to the category of Industry 
Orientation/Employability/Ethics was added the skill of Being a Friend to the Client 
Without Compromising Expectations as an Employee.  Twenty-four days after it was 
begun, Round 2 was officially terminated and data were tabulated as found in Table 7.  
One more completed Round 2 survey was received 11days after Round 2 was halted 
and 6 days following the beginning of Round 3.  Consequently, the data from this  
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Table 7: Round 2 Survey Results Listing Importance of Skills/Competencies 
Needed by In-home Paraprofessional Caregivers as perceived by Delphi Panelists 
with Expertise Regarding Non-medical, In-home Caregiving Skills/Competencies 
Needed by Paraprofessional Caregivers 
  
Caregiver Job Skills 
Group 
Mediana
Group 
Meanb
 
SDc
 
%d
  
Personal Care and Safety 
    
1. Medication Assistance/REMINDING Client 
to take meds 
5 4.75 .53 96 
2. Proper Body Mechanics for Caregiver 5 4.67 .64 92 
3. Awareness of Physical and Mental Status 
Changes  
5 4.63 .65 92 
4. Care and Safety Issues for the Memory 
Impaired i.e. Dementia, Alzheimers  
5 4.59 .73 95 
5. Working with a Family Caregiver 4.5 4.42 .65 92 
6. Working with Client Disability and Illness 5 4.42 .78 83 
7. Proper Body Mechanics for Client 4.5 4.38 .71 88 
8. Client Personal Hygiene/ASSISTING with 
Grooming, Dressing, etc. 
5 4.38 1.10 92 
9. Personal Safety Issues for Client and 
Caregiver including but not limited to 
Resistive/Uncooperative Clients 
5 4.33 .87 83 
10. Client Personal Hygiene/PERFORMING 
Grooming, Dressing, etc. 
4.5 4.32 .84 79 
11. Observing Skin Integrity 4.5 4.29 .81 79 
12. Understanding and Awareness of the Memory 
Impaired  i.e. Dementia, Alzheimers 
5 4.29 .91 79 
13. Medication Awareness 4.5 4.08 1.10 71 
14. Turning and Body Positioning of Bed Bound 
Clients 
5 4.04 1.40 71 
15. General Knowledge of Fire Safety, Natural 
Disaster Awareness, Carbon Monoxide 
Safety, Inclement Weather 
4 3.96 .91 96 
16. Bladder Health and Incontinence 
Management 
4 3.96 1.23 88 
17. Recognizing and Reporting Signs of Family 
Violence, Abuse and Neglect 
4 3.92 1.41 92 
18. Normal Aging Process Awareness 4 3.88 1.03 92 
19. Caring for the Terminally Ill 4 3.88 1.42 83 
20. Use and Care of Adaptive/Assistive 
Equipment i.e. Glucometer, Hearing Aids, 
DME, Dentures, Eyeglasses, etc. 
4 3.67 1.24 79 
21. Recognition and Awareness of Substance 
Abuse and Addiction 
4 3.58 1.02 83 
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22. Range of Motion Exercises 3.5 3.58 1.18 54 
23. Awareness of Mental Health 
Issues/Recognizing Problems 
4 3.54 .98 79 
24. First Aid Procedures 3.5 3.54 1.28 42 
25. Arranging Appointments 3.5 3.42 1.06 58 
26. Advance Directives 3 3.25 1.22 75 
27. General Information and Health Issues re: 
Varied Populations i.e. MRDD, 
Disabilities/Impairment, etc. 
3 3.17 1.27 71 
28. Oxygen Therapy i.e. cleaning/connecting 
nebulizers, reading O2 tanks levels of output, 
etc.        
3 3.17 1.31 67 
29. Apparel Selection 3 3.13 .99  99 
30. Community Resources 3 3.13 1.26 71 
31. Nonsterile Dressing Techniques 3 3.00 1.44 58 
32. CPR  3 2.96 1.23 75 
33. Monitoring Vital Signs 3 2.75 1.22 75 
34. Medication Assistance/GIVING Client Meds, 
Drawing Insulin, etc. 
2 2.50 1.67 67 
  
Sanitation and Infection Control 
    
35. Handwashing 5 4.88 .34 100 
36. Infection Control/Universal Precautions 5 4.75 .53 96 
37. Storage and Disposal of Contaminated Items 5 4.71 .55 96 
38. Importance of  a Clean Environment 5 4.50 .66 92 
39. Proper Storage and Disposal of Medical 
Waste i.e. sharps containers 
5 4.33 1.20 83 
40. Cleaning Techniques for Bathroom, Kitchen, 
Bedroom and Living Areas 
4 4.08 .93 96 
41. Safe Storage Methods for Food and 
Chemicals 
4 4.04 .91 92 
42. Safe and Proper Use of Household Chemicals 4 3.92 1.02 88 
43. Infectious Diseases 4 3.92 1.14 83 
44. Isolation Techniques/Precautions with 
Communicable Conditions ex. MRSA,  
TB, VRE, etc. 
4 3.92 1.25 83 
45. Laundering Techniques 3 3.46 .98 79 
46. Decubitus Ulcer Care 3 3.04 1.57 54 
 Living Environment and Home 
Management 
    
47. Grocery Shopping 4 3.71 1.00 83 
48. Identification of Hazard and Alternatives for 
Resolution/General Home Safety Guidelines 
3.5 3.67 .87 75 
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49. General Shopping 3.5 3.42 .97 67 
50. General Home Maintenance 3 3.29 1.08 83 
51. Organization Techniques 3 3.25 1.11 79 
52. Pest Control 3 2.92 .93 92 
53. Comparative Shopping 3 2.83 1.20 83 
54. Locating Maintenance Assistance 3 2.79 1.18 79 
55. Assistance with Bill Paying EXCLUDING 
Handling of Client Funds i.e. 
mailing/delivering bills prepared  
by the client 
3 2.75 1.45 63 
56. Pet Care 2.5 2.67 .87 75 
57. Coordination of Scheduled Maintenance 2.5 2.54 1.22 67 
58. Budgeting EXCLUDING  management and 
financial or investment decisions 
3 2.50 1.50 50 
59. Banking/Money Management Skills 2 2.33 1.13 79 
60. Assistance with Bill Paying INCLUDING 
Handling of Client Funds i.e. making 
deposits, writing checks, etc. 
2 2.21 1.44 71 
61. Basic Legal Terminology and Issues 2 2.08 .97 96 
62. Sewing Assistance 2 2.08 1.02 83 
63. Gardening Assistance 2 1.96 .91 92 
64. Budgeting INCLUDING management and 
financial or investment decisions 
1.5 1.88 1.19 83 
65. Assistance with Client Funds INVOLVING 
Management or Fiduciary Responsibilities 
1 1.71 1.30 75 
  
Nutrition and Food Preparation 
    
66. Meal Planning 4 4.29 .62 100 
67. Basic Food Preparation 4 4.17 .87 96 
68. Food Storage, Identification and Clean-up 4.5 4.13 .99 67 
69. Modified Diets 4 4.04 .86 96 
70. Food Safety ex. Maintaining Proper 
Temperatures 
4 4.00 .83 96 
71. Basic Nutrition 4 4.00 .98 96 
72. Importance/Monitoring of Fluid Intake 4 3.96 1.04 88 
73. Food Serving Procedures 4 3.67 .92 92 
74. Feeding a Client 4 3.67 1.27 83 
75. Portion Control 4 3.63 .82 92 
76. Ethnic Meal Preparation 3 2.96 .95 88 
 Personal and Professional 
Communications 
    
77. Communicating with Difficult Clients i.e. 
Memory Deficit, Stroke Clients, etc. 
5 4.58 .65 92 
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78. Spoken Communications 5 4.58 .72 88 
79. Nonverbal Communication 5 4.46 .78 83 
80. Communication with Families and  
Involved Professionals 
5 4.46 .88 83 
81. Communicating with Hearing/Speech/Vision 
Impaired Clients 
5 4.33 1.13 88 
82. Client Communication Assistance 4.5 4.17 .96 71 
83. Telephone Manners and Appropriate  
Telephone Technique 
4 3.92 1.10 92 
84. Appropriate use of Health History and 
Protected Health Information 
4 3.88 1.33 83 
85. Awareness of Symptoms and Courses of 
Acute and Chronic Adult Illness ex. Heart 
disease, Cancer, Stroke, Diabetes, Lung 
Disease 
4 3.83 1.13 88 
86. Medical Terminology (includes working 
knowledge of medical ancillaries, managed 
care and other entities   
providing such care) 
3 2.83 1.05 88 
  
Transportation and Recreational Activities 
    
87. Assisting To and From a Vehicle 4.5 4.25 .85 75 
88. Companionship Conversation 5 4.25 1.03 75 
89. Creative/Stimulating/Appropriate Activities 4 4.00 .88 96 
90. Homebound Activities (includes but not 
limited to physical activities) 
4 3.79 1.06 88 
91. Effective Reminiscing 3 3.63 .92 75 
92. Defensive Driving 3.5 3.58 1.06 58 
93. Providing Transportation 3 3.46 1.25 71 
94. Arranging for Transportation 3 3.29 1.23 71 
95. Community Leisure Activities 3 3.21 1.10 79 
96. Basic Card Games/Puzzles/Rules ex. 
Pinochle, Cribbage 
3 3.17 .92 88 
  
Industry Orientation/ Employability/Ethics 
    
97. Ethical Behavior and Treatment (includes but 
not limited to client/patient rights) 
5 4.75 .44 100 
98. Working with the Supervisor to Resolve  
Issues/Concerns 
5 4.50 .72 88 
99. Anger Management 5 4.46 .72 88 
100. Coping Skills 4.5 4.38 .71 88 
101. Scope of Service 5 4.38 .82 88 
102. Stress Management 4.5 4.29 .86 83 
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103. Professional Behavior, Grooming and Dress 5 4.25 .90 71 
104. Basic Etiquette in dealing with varied  4 4.17 .82 100 
populations/health conditions 
105. Appropriate use of Support, Cooperation with 
Peers, Guidance from Supervisor 
4 4.13 .90 96 
106. Values Clarification ex. Nonjudgmental 4 4.13 .99 92 
107. Sexual Harassment 4 4.04 .91 92 
108. Taking Initiative 4 4.04 .95 92 
109. Communication and Interpersonal Skills 5 4.04 1.46 75 
110. Telephone Skills (includes but not limited to 
timely receipt/response to calls; timely, 
accurate and appropriate reporting to 
supervisor) 
4 4.00 .98 92 
111. Distinguishing Difference Between Being  
Employee vs. Friend to Client 
4.5 4.00 1.32 71 
112. Decision Making and Problem Solving 4 3.96 .95 92 
113. Time Management 4 3.92 .83 100 
114. Employment Responsibilities (for both  
employer and employee) 
4 3.79 .98 96 
115. Insurance ex. vehicle, workers compensation, 
liability, etc. 
4 3.63 1.35 79 
116. Bond 3.5 3.58 1.10 63 
117. Benefits and Sources of Continuing 
Education 
3.5 3.42 .97 67 
118. Interviewing 3.5 3.21 1.10 75 
119. Working Conditions 3 3.13 1.30 83 
120. Job Seeking 3 3.08 .97 88 
121. Employment Opportunities 3 3.04 .95 92 
122. Wage Schedules 3 2.92 .93 92 
 Skills/Competencies Significant to 
Multiple Areas of Non-medical  
In-home Caregiving 
    
123. Observation/Documentation/Reporting of 
Incidents or Concerns 
5 4.67 .56 96 
124. Proper Transfer Assistance Techniques and 
Understanding  to Monitor/Assist/Support all 
transfers as needed 
5 4.63 .49 100 
125. Confidentiality Issues and Training also 
including HIPAA and Privacy Laws 
5 4.58 .65 92 
126. Setting and Maintaining Appropriate 
Boundaries with Clients in a Professional 
Manner 
5 4.50 .72 96 
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127. Emergency/Incident Response Procedures  
and Protocol 
5 4.50 .78 92 
128. Cultural/Ethnic and Spiritual/Religious  
Awareness and Sensitivity 
4 4.04 1.00 96 
Note: These results are based on 24 useable Round 2 surveys. 
 aMedian Scores were based on the five-point anchored scale of importance as follows:  
1 = Not Important, 2 = Somewhat Important, 3 = Important, 4 = Very Important and 5 = 
Extremely Important. 
bMean scores were based on the five-point anchored response scale and were interpreted 
using the following interpretive scale: 1.00-1.50=Not Important, 1.51-2.50=Somewhat 
Important, 2.51-3.50=Important, 3.51-4.50=Very Important and 4.51-5.00 = Extremely 
Important. 
cStandard Deviation 
dLevel of Consensus as determined by percentage of panelist ratings within + 1 rating 
point of the median. 
  
survey was not included and this participant was considered a non-respondent to Round 
2.   
     The Round 2 survey included all skills/competencies indicated as important by any 
of the participants from Round 1.  Participants were asked to rate these 
skills/competencies based on a five-point anchored scale of importance.  In addition, 
they were encouraged to write in any new skills/competencies they felt should be added. 
Overall, Round 2 resulted in ratings of 13 Extremely Important, 74 Very Important, 32 
Important, 8 Somewhat Important and 1 Not Important.  The skill/competency of 
Handwashing received the highest mean rating of 4.88.  It was closely followed by the 
skills/competencies of Medication Assistance/REMINDING Clients to Take Meds, 
Infection Control/Universal Precautions and finally, Ethical Behavior and Treatment all 
of which received a mean rating of 4.75.  The lowest rated skill/competency was that of 
Assistance with Client Funds INVOLVING Management or Fiduciary Responsibilities 
with a mean rating of 1.71.  While consensus was not an issue for Round 2, it was 
nonetheless calculated and presented as a basis of comparison for Round 3 (see Table 
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7).  In addition to the information received through the Round 2 Survey, additional 
panelist comments and correspondence were received during Round 2 (see Appendix 
BB).  These comments offer insight as to the divergent backgrounds of the participants 
and the limitations established through state laws particularly as they apply to the state 
of Ohio.  
Round 3 Results   
     Three new skills/competencies were introduced as a result of the Round 3 survey 
process.  Within the category of Personal and Professional Communications two new 
skills were added.  They were as follows:
1. Emergency Intervention for Stroke and Heart Attack   
2. Maintaining Professional Boundaries with Clients and Families 
Also, the category of Industry Orientation/Employability/Ethics added the skill of 
Professional Boundaries. Data from Round 3 were then analyzed and the results are 
presented in Table 8.  As results were reviewed and processed, there was an occasional 
missing score for the new skills/competencies introduced in this round.  There were also 
some zero scores that had been assigned to missing data from Round 2.  This fact was 
made known to the participants prior to beginning Round 3.  During this round some 
chose to let the zero score remain.  However, due to the fact that a zero score was not a 
rating option, the researcher replaced these scores with a rating of one indicating no 
importance was attached to that skill/competency.    
     The Round 3 process presented all skills/competencies from Round 2 along with the 
group median and individual Round 2 ratings for each item.  Participants were asked to 
change their individual ratings which varied more than one point from the group median  
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Table 8: Round 3 Survey Results Listing Importance of Skills/Competencies 
Needed by In-home Paraprofessional Caregivers as perceived by Delphi Panelists 
with Expertise Regarding Non-medical, In-home Caregiving Skills/Competencies 
Needed by Paraprofessional Caregivers 
  
Caregiver Job Skills 
Group 
Mediana
Group 
Meanb
 
SDc
 
%d
  
Personal Care and Safety 
    
1. Proper Body Mechanics for Caregiver 5 4.81 .40 100 
2. Medication Assistance/REMINDING Client 
to take meds 
5 4.76 .44 100 
3. Awareness of Physical and Mental Status 
Changes 
5 4.71 .56 95 
4. Client Personal Hygiene/ASSISTING with 
Grooming, Dressing, etc. 
5 4.62 .50 100 
5. Personal Safety Issues for Client and 
Caregiver including but not limited to 
Resistive/Uncooperative Clients 
5 4.62 .50 100 
6. Working with Client Disability and Illness 5 4.57 .51 100 
7. Care and Safety Issues for the Memory 
Impaired i.e. Dementia, Alzheimers  
5 4.57 .93 95 
8. Proper Body Mechanics for Client 5 4.52 .60 95 
9. Understanding and Awareness of the Memory 
Impaired  i.e. Dementia, Alzheimers 
5 4.52 .68 90 
10. Working with a Family Caregiver 5 4.48 .60 95 
11. Observing Skin Integrity 5 4.48 .60 95 
12. Turning and Body Positioning of Bed Bound 
Clients 
5 4.38 1.24 86 
13. Medication Awareness 5 4.33 .86 86 
14. Bladder Health and Incontinence 
Management 
4 4.24 .70 100 
14. Recognizing and Reporting Signs of Family 
Violence, Abuse and Neglect 
4 4.24 .77 100 
16. Client Personal Hygiene/PERFORMING 
Grooming, Dressing, etc. 
4 4.24 1.04 90 
17. Caring for the Terminally Ill 5 4.10 1.18 71 
18. General Knowledge of Fire Safety, Natural 
Disaster Awareness, Carbon Monoxide 
Safety, Inclement Weather 
4 4.05 .86 100 
19. Normal Aging Process Awareness 4 4.00 .77 100 
20. Use and Care of Adaptive/Assistive 
Equipment i.e. Glucometer, Hearing Aids, 
DME, Dentures, Eyeglasses, etc. 
4 3.95 1.12 90 
21. Awareness of Mental Health 
Issues/Recognizing Problems 
4 3.71 .64 100 
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22. Recognition and Awareness of Substance 
Abuse and Addiction 
4 3.71 .90 95 
23. First Aid Procedures 4 3.62 .92 90 
24. Arranging Appointments 4 3.52 .81 90 
25. Range of Motion Exercises 4 3.43 .98 86 
26. Advance Directives 3 3.19 .98 90 
27. Oxygen Therapy i.e. cleaning/connecting 
nebulizers, reading O2 tanks levels of output, 
etc.        
3 3.19 1.25 71 
28. General Information and Health Issues re: 
Varied Populations i.e. MRDD, 
Disabilities/Impairment, etc. 
3 3.14 .79 100 
29. Community Resources 3 3.00 1.00 86 
30. Nonsterile Dressing Techniques 3 3.00 1.05 90 
31. CPR  3 3.00 1.10 86 
32. Apparel Selection 3 2.95 .86 90 
33. Monitoring Vital Signs 3 2.76 1.09 86 
34. Medication Assistance/GIVING Client Meds, 
Drawing Insulin, etc. 
2 2.29 1.42 86 
  
Sanitation and Infection Control 
    
35. Handwashing 5 4.86 .36 100 
36. Infection Control/Universal Precautions 5 4.81 .40 100 
37. Storage and Disposal of Contaminated Items 5 4.71 .46 100 
38. Importance of  a Clean Environment 5 4.62 .50 100 
39. Proper Storage and Disposal of Medical 
Waste i.e. sharps containers 
5 4.29 1.23 86 
40. Safe Storage Methods for Food and 
Chemicals 
4 4.14 .73 100 
41. Isolation Techniques/Precautions with 
Communicable Conditions ex. MRSA,  
TB, VRE, etc. 
4 4.14 .85 100 
42. Infectious Diseases 4 4.10 .83 95 
43. Cleaning Techniques for Bathroom, Kitchen, 
Bedroom and Living Areas 
4 4.10 .94 95 
44. Safe and Proper Use of Household Chemicals 4 4.05 .80 100 
45. Laundering Techniques 3 3.24 .77 95 
46. Decubitus Ulcer Care 3 3.00 1.26 76 
 Living Environment and Home 
Management 
    
47. Grocery Shopping 4 3.86 .73 100 
48. Identification of Hazard and Alternatives for 
Resolution/General Home Safety Guidelines 
3 3.48 .60 95 
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49. General Shopping 3 3.48 .68 95 
50. General Home Maintenance 3 3.19 .81 100 
51. Organization Techniques 3 3.14 .85 95 
52. Pest Control 3 3.00 .84 95 
53. Assistance with Bill Paying EXCLUDING 
Handling of Client Funds i.e. 
mailing/delivering bills prepared by the client 
3 2.95 1.12 81 
54. Locating Maintenance Assistance 3 2.81 .93 95 
55. Comparative Shopping 3 2.76 1.04 95 
56. Budgeting EXCLUDING  management and 
financial or investment decisions 
3 2.76 1.04 81 
57. Coordination of Scheduled Maintenance 2 2.52 .75 90 
58. Pet Care 2 2.43 .60 100 
59. Banking/Money Management Skills 2 2.24 .89 95 
60. Basic Legal Terminology and Issues 2 2.10 .89 100 
61. Assistance with Bill Paying INCLUDING 
Handling of Client Funds i.e. making 
deposits, writing checks, etc. 
2 2.05 1.12 90 
62. Sewing Assistance 2 2.00 .71 100 
63. Gardening Assistance 2 1.90 .77 100 
64. Budgeting INCLUDING management and 
financial or investment decisions 
2 1.81 1.08 90 
65. Medicare/Medicaid/Benefits Expertise 1 1.67 .86 86 
66. Assistance with Client Funds INVOLVING 
Management or Fiduciary Responsibilities 
1 1.57 1.03 86 
  
Nutrition and Food Preparation 
    
67. Food Storage, Identification and Clean-up 5 4.48 .60 95 
68. Meal Planning 4 4.33 .58 100 
69. Basic Food Preparation 4 4.33 .73 100 
70. Food Safety ex. Maintaining Proper 
Temperatures 
4 4.14 .73 100 
71. Modified Diets 4 4.14 .73 100 
72. Importance/Monitoring of Fluid Intake 4 4.10 .83 100 
73. Basic Nutrition 4 4.10 .89 100 
74. Feeding a Client 4 3.81 1.08 95 
75. Portion Control 4 3.71 .72 100 
76. Food Serving Procedures 4 3.71 .90 95 
77. Ethnic Meal Preparation 3 2.95 .74 100 
  
Personal and Professional Communications 
    
78. Communicating with Difficult Clients i.e. 
Memory Deficit, Stroke Clients, etc. 
5 4.71 .46 100 
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79. Communication with Families and  
Involved Professionals 
5 4.71 .56 95 
80. Communicating with Hearing/Speech/Vision 
Impaired Clients 
5 4.67 .48 100 
81. Spoken Communications 5 4.67 .58 95 
82. Nonverbal Communication 5 4.62 .48 100 
83. Client Communication Assistance 4 4.33 .73 100 
84. Telephone Manners and Appropriate 
Telephone Technique 
4 4.14 .79 100 
85. Appropriate use of Health History and 
Protected Health Information 
4 4.14 .91 95 
86. Awareness of Symptoms and Courses of 
Acute and Chronic Adult Illness ex. Heart 
disease, Cancer, Stroke, Diabetes, Lung 
Disease 
4 4.05 .86 100 
87. Medical Terminology (includes working 
knowledge of medical ancillaries, managed 
care and other entities   
providing such care) 
3 2.86 1.01 90 
  
Transportation and Recreational Activities 
    
88. Assisting To and From a Vehicle 5 4.43 .68 90 
89. Companionship Conversation 5 4.38 .86 86 
90. Creative/Stimulating/Appropriate Activities 4 3.90 .89 95 
91. Homebound Activities (includes but not 
limited to physical activities) 
4 3.76 1.04 90 
92. Effective Reminiscing 3 3.48 .81 86 
93. Defensive Driving 3 3.43 .81 90 
94. Providing Transportation 3 3.38 .80 95 
95. Arranging for Transportation 3 3.29 .96 90 
96. Community Leisure Activities 3 3.19 .87 90 
97. Basic Card Games/Puzzles/Rules ex. 
Pinochle, Cribbage 
3 2.95 .67 100 
  
Industry Orientation/ Employability/Ethics 
    
98. Ethical Behavior and Treatment (includes but 
not limited to client/patient rights) 
5 4.81 .40 100 
99. Communication and Interpersonal Skills 5 4.71 .46 100 
100. Working with the Supervisor to Resolve  
Issues/Concerns 
5 4.62 .59 95 
101. Anger Management 5 4.57 .60 95 
102. Professional Behavior, Grooming and Dress 5 4.57 .68 90 
103. Coping Skills 5 4.52 .60 95 
                                                                                         (Table continued)
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104. Scope of Service 5 4.48 .60 95 
105. Stress Management 4 4.43 .60 100 
106. Distinguishing Difference Between Being  
Employee vs. Friend to Client 
5 4.38 .74 86 
107. Values Clarification ex. Nonjudgmental 5 4.29 .85 76 
108. Appropriate use of Support, Cooperation with 
Peers, Guidance from Supervisor 
4 4.29 .78 100 
109. Taking Initiative 4 4.24 .77 100 
110. Telephone Skills (includes but not limited to 
timely receipt/response to calls; timely, 
accurate and appropriate reporting to 
supervisor) 
4 4.19 .81 100 
111. Basic Etiquette in dealing with varied 
populations/health conditions 
4 4.19 .81 100 
112. Decision Making and Problem Solving 4 4.14 .79 100 
113. Sexual Harassment 4 4.14 .85 95 
114. Employment Responsibilities (for both  
employer and employee) 
4 4.05 .74 100 
115. Time Management 4 4.00 .84 100 
116. Insurance ex. vehicle, workers compensation, 
liability, etc. 
4 3.86 1.01 90 
117. Being a Friend to the Client Without 
Compromising Expectations as an Employee 
4 3.62 1.43 81 
118. Benefits and Sources of Continuing Education 3 3.52 .60 95 
119. Working Conditions 4 3.38 .86 81 
120. Interviewing 4 3.33 .97 86 
121. Bond 3 3.33 .97 86 
122. Job Seeking 3 3.14 .85 95 
123. Employment Opportunities 3 3.14 .91 95 
124. Wage Schedules 3 2.95 .86 95 
  
Skills/Competencies Significant to 
Multiple Areas of Non-medical  
In-home Caregiving 
    
125. Proper Transfer Assistance Techniques and 
Understanding  to Monitor/Assist/Support all 
transfers as needed 
5 4.67 .48 100 
126. Observation/Documentation/Reporting of  
Incidents or Concerns 
5 4.67 .58 95 
127. Confidentiality Issues and Training also 
including HIPAA and Privacy Laws 
5 4.62 .59 95 
128. Emergency/Incident Response Procedures  
and Protocol 
5 4.62 .59 95 
                                                                                         (Table continued)
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129. Setting and Maintaining Appropriate 
Boundaries with Clients in a Professional 
Manner 
5 4.52 .60 95 
130. Cultural/Ethnic and Spiritual/Religious  
Awareness and Sensitivity 
4 4.10 .94 100 
Note: These results are based on 21 returned and useable Round 3 surveys. 
aMedian Scores were based on the five-point anchored scale of importance as follows:  
1 = Not Important, 2 = Somewhat Important, 3 = Important, 4 = Very Important and 5 = 
Extremely Important. 
bMean scores were based on the five-point anchored response scale and were interpreted 
using the following interpretive scale: 1.00-1.50=Not Important, 1.51-2.50=Somewhat 
Important, 2.51-3.50=Important, 3.51-4.50=Very Important and 4.51-5.00 = Extremely 
Important. 
cStandard Deviation 
dLevel of Consensus as determined by percentage of panelist ratings within + 1 rating 
point of the median. 
 
or state their reason for leaving the score unaltered.  As before, panelists were asked to 
add any new skills/competencies they felt were important.  After Round 3 data were 
received, the group median, mean, standard deviation and percentage were tabulated for 
each skill/competency included in the initial Round 3 survey document.  The 
interpretive scale used for these mean ratings was as follows: 1.00-1.50 = Not 
Important, 1.51-2.50 = Somewhat Important, 2.51-3.50 = Important, 3.51-4.50 = Very 
Important and 4.51-5.00 = Extremely Important.  The results from Round 3 indicated 
the level of importance for each skill as determined by the Delphi panel.  Those results 
are found in Table 8 for each individual Round 3 skill/competency. For any tied scores, 
the standard deviation was used to determine placement.  A smaller standard deviation 
score indicated higher placement (DeLany, 2004; Gaspard, 1992).  For the purposes of 
this research, a 51% level of agreement from the respondents was defined as reaching 
consensus.  This was based on agreement of the Delphi participants within + or -1 point 
of the group median for each skill/competency (DeLany, 2004; Gaspard, 1992).  While 
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there were three new skills suggested during the Round 3 survey process, panelists had 
no opportunity to assign ratings.  As a result those three skills are not acknowledged in 
Table 8.   
     Results from the extreme ends of the spectrum varied little from Round 2.  As a 
result of Round 3, the skill/competency of Handwashing received the highest mean 
rating of 4.86.  It was closely followed by the skills/competencies of Proper Body 
Mechanics for Caregiver, Infection Control/Universal Precautions and Ethical Behavior 
and Treatment all of which received a mean rating of 4.81.  The lowest rated 
skill/competency was that of Assistance with Client Funds INVOLVING Management 
or Fiduciary Responsibilities with a mean rating of 1.57. 
     In order to group each skill/competency according to an assigned level of 
importance, a rating scale was developed.  This scale was based on mean rankings 
which are outlined as follows: 1.00-1.50=Not Important, 1.51-2.50=Somewhat 
Important, 2.51-3.50=Important 3.51-4.50=Very Important and 4.51-5.00 = Extremely 
Important.  The results shown in Table 9 provide a picture of the importance of the 
skills and competencies as assigned by the panel.   
     Of the 130 skills/competencies rated within the third and final round, 10 were 
considered Somewhat Important, 35 were considered Important, 56 were classified as 
Very Important, with 29 falling into the category of Extremely Important.  Overall, 
there were no skills/competencies deemed Not Important.  In addition to panelist 
opinions which are noted through their ratings, comments were also frequently included 
and are noted in Appendix CC. 
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Table 9: Overall Results from Round 3 Based on Group Means as Determined by 
Delphi Participants 
Skills Category     Not  
Important 
1.00-1.50 
Somewhat 
Important 
1.51-2.50 
 
Important 
2.51-3.50 
Very 
Important 
3.51-4.50 
Extremely 
Important 
4.51-5.00 
Total 
Personal Care and 
Safety 
 
0 
 
1 
 
9 
 
15 
 
9 
 
34 
Sanitation and 
Infection Control 
 
0 
 
0 
 
2 
 
6 
 
4 
 
12 
Living 
Environment and 
Home Management 
 
 
0 
 
 
9 
 
 
10 
 
 
1 
 
 
0 
 
 
20 
Nutrition and Food 
Preparation 
 
0 
 
0 
 
1 
 
10 
 
0 
 
11 
Personal and 
Professional 
Communications 
 
 
0 
 
 
0 
 
 
1 
 
 
4 
 
 
5 
 
 
10 
Transportation and 
Recreational 
Activities 
 
 
0 
 
 
0 
 
 
6 
 
 
4 
 
 
0 
 
 
10 
Industry 
Orientation 
Employability 
And Ethics 
 
 
 
0 
 
 
 
0 
 
 
 
6 
 
 
 
15 
 
 
 
6 
 
 
 
27 
Skills/Competencies 
Significant to 
Multiple areas of 
Non-medical In-
home Caregiving 
 
 
 
 
0 
 
 
 
 
0 
 
 
 
 
0 
 
 
 
 
1 
 
 
 
 
5 
 
 
 
 
6 
Total 0 10 35 56 29 130 
Percentage of 
Responses for Each 
Category 
 
 
00% 
 
 
 08% 
 
 
27% 
 
 
43% 
 
 
22% 
 
 
100% 
 
Qualitative Results 
     Panelist comments throughout the research process provided much insight into the 
thought processes and concerns they attached to many of the skills and competencies 
addressed within the study.  As a result of the comments and the researcher’s perception 
of these comments, the researcher notes the following points: 
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1. Comments both for and against specific skills and competencies were 
indicated with many of the items.   
2. Because the participants spanned 18 different states, legislation 
surrounding caregiving issues at the state level was varied.  
3. There was some discrepancy noted in what skills were considered non-
medical versus medical.   
4. Some skills were considered as more appropriate to specific populations 
or for case specific training.  
5. Some skills were considered to be common sense issues already 
achieved through life experience. 
6. Some skills were considered to be more appropriate to congregate or 
custodial care rather than for in-home caregiving.  This indicated to the 
researcher a perceived level of care that should not be expected for in-
home caregivers. 
7. Skills/Competencies were sometimes considered through a limited 
viewpoint.  For example, in one instance the skill of observing skin 
integrity was considered medical as it applied to wound care.  No case 
was made for skin integrity as a harbinger of hydration issues.  
8. Expectation by some participants was that the skills and competencies 
being sought were to be taught by that agency rather than providing the 
agency with a selection of better trained and more well rounded 
caregivers from as a result of enhanced post-secondary training 
programs. 
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9. As a result of the qualifying questionnaire, 47% of the participants 
indicated that they encountered some level of difficulty in finding 
qualified people to fill the positions requiring non-medical skills.  
10. Redundancy was present in many of the skills/competencies making the 
response process more difficult. 
Summary of Results 
     Quantitative results demonstrated the vast number of non-medical skills considered 
important for the paraprofessional caregiver.  The significance of these skills was 
further underscored as a result of the importance ratings assigned by the Delphi 
Panelists.  Of the 130 skills/competencies acknowledged or identified in this study, 
none were considered without some level of importance.  The synergistic nature of the 
Delphi process was exhibited with the addition of new skills throughout the three round 
process.   
     Qualitative results revealed limited and/or conflicting viewpoints regarding a number 
of the recognized skills and competencies.  Panelist comments also gave evidence of 
influences from varied state laws, care-receiving populations and care settings.  There 
was also a degree of misunderstanding on the part of the panelists as to the intended 
source of non-medical skills training.  This was determined when some expressed 
concerns that non-medical skills training was too extensive to be accomplished by the 
business or agency supplying the caregiver.  However, the need for non-medical skills 
training was further substantiated by the fact that almost one-half of the participants 
indicated some degree of difficulty in locating caregivers with adequate non-medical 
skills.   
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CHAPTER 5 
 
 DISCUSSION   
 
Introduction 
     The purpose of this study was to determine the changing non-medical needs of an 
aging population in order to recognize the non-medical job skills needed by in-home 
caregiving paraprofessionals as recognized by experts from the caregiving industry.    
The specific objective of this study was to identify the non-medical job skills projected 
to be needed by in-home paraprofessional caregivers of today and beyond as recognized 
by the Delphi survey participants. 
     A modified Delphi procedure was presented in three rounds in an effort to build 
consensus and develop an inclusive list of non-medical job skills and competencies for 
in-home paraprofessional caregivers.  This methodology and process is verified in the 
literature as an appropriate course of action widely used in health related research by 
Anderson and Kanuka (2003), Jones and Hunter (2002), Ludwig (1997) and Norcross et 
al.(2002).  Clearly, paraprofessional caregivers are categorized within the realm of  
health care. 
     The Delphi panel consisted of 30 members for Rounds 1 and 2 but 24 members for 
Round 3.  This group size is in agreement with the literature as defined by Delbeq et al. 
(1975), Kendall et al. (2003) and Wilhelm (1999).  Panel selection was accomplished 
through a careful process which incorporated a series of qualifying questions.  This 
process reflected the importance of panel selection as discussed in the literature by 
Ludwig (1997) and Nehiley (n.d.).  Panel members were representatives from business 
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and academia with a working knowledge and appreciation for the broad scope of non-
medical services which may be asked of an in-home paraprofessional caregiver.   
     Final results were categorized based on group means.  The categories were 
extremely important, very important, important, somewhat important and not important.  
One hundred percent of all scores were determined to possess some degree of 
importance based on group means.  There were no skills/competencies considered by 
the Delphi panelists as not important to the non-medical adequacy of in-home 
paraprofessional caregivers.   Based on group mean scores for all 130 
skills/competencies, 22% were considered extremely important, 43% very important, 
27% important and 8% somewhat important. 
     In this research study, the goal of 51% consensus was achieved based on the number 
of Delphi panelist responses in accordance within + or -1 point of the group median for 
each skill/competency.  Four skills/competencies were determined to have reached a 
consensus level of 71% or 76%.  All others fell within the range of 81% to 100%. 
Limitations of the Study 
     Certainly this study did not proceed without some problems and limitations.  Those 
are now addressed for consideration by the consumers of this research.   
     The Delphi technique allows much latitude in response rates.  This particular study 
established a 30 member panel with a minimum acceptable response rate of 15 (50%).  
Round 1 resulted in 29 useable responses (97%), Round 2 had 24 useable responses 
(80%) and Round 3 ended with 21 useable responses (88%) out of a total of 24 surveys.  
Although full participation by all panelists was desired, each round far exceeded the 
minimum response rate.  However, full participation by all panelists was desired. 
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     Linstone and Turoff (2002b) discuss potential pitfalls for the Delphi process.  Some 
of the limitations they discuss should be given consideration for this research.  The first 
concern is what they term “discounting the future”.  This is mentioned based on some 
comments received during the course of the survey process.   While participants are to 
be commended for wanting to respond as completely and honestly as possible, it is the 
belief of the researcher that some responses gave more consideration to the present than 
the future.  For example, the repeated mention that certain skills apply to only one level 
of care or a specific patient population does not take into account that a well trained 
caregiver is better prepared for any assignments that may come in the future.  The 
provision of a more extensive skills background has the potential to reduce additional 
training by the employer to a review of information that is client specific.  Another 
example of discounting the future resulted from comments regarding inappropriate 
skills based on current state laws.  The intent of this research was to produce a list of 
skills to address both current and projected future needs.  The underlying thought 
process considered that legislation would eventually be altered to better serve the 
affected population and their changing needs. 
     Another possible pitfall is one referred to by Linstone (Linstone & Turoff, 2002b) as 
“sloppy execution” on the part of the researcher.  This is a consideration based on 
technical errors that occurred during the course of the study.  In working with the 
electronic documents, problems were noted on three separate occasions.  In one 
instance, a Round 1 electronic document was not locked with password protection.  
This did not cause problems in responding but rather gave that panelist more 
opportunity to add thoughts regarding each skill/competency directly to that 
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skill/competency as well as in the designated area for such thoughts.  The second 
problem occurred with the electronic documents in Round 2.  In this instance two of the 
drop down boxes had been eliminated and electronic participants were unable to assign 
a rating to those particular skills/competencies.  As a result, the email to be sent 
thanking them for their Round 2 response (see Appendix S) was altered to allow them 
to write in their preferred rating and then return that email as a reply.  In addition, the 
Round 3 survey provided another opportunity to assign ratings to those two skills.  The 
third problem occurred when it was discovered that the wrong Round 3 document was 
sent to one panelist.  This was quickly corrected and all documents were checked to 
determine that all remaining panelists received the document intended for them.   Each 
of these situations which initially resulted in at least a mild panic on the part of the 
researcher was able to be dealt with easily.  What is not known, however, is if these or 
any other problems could have been the cause for any of the non-respondents during the 
course of the research process.  Also, the timing of this study fell during the 
Thanksgiving, Christmas and New Year holidays.  As a result, every effort was made to 
respect the additional time pressures and commitments of the participants so common at 
that time of the year.   
     Panelist comments, in particular with Round 3, raised some concerns.  It was the 
thought of the researcher that the skills/competencies being sought in this study were 
intended more for the use of postsecondary institutions rather than individual businesses 
or agencies.  This concern was raised when panelist comments indicated why there was 
no need for these skills/competencies to be taught by them as the caregiver employer.  
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Therefore, it is the belief of the researcher that more explanation should have been 
provided in the survey details (see Appendix H).   
Conclusions, Recommendations and Implications 
      As mentioned earlier, this study focused on the in-home non-medical needs of an 
aging population as they apply to caregiver training.  Based on the review of literature 
in combination with the qualitative and quantitative results of this study, the researcher 
draws the following conclusions. 
     Perhaps the most consequential aspect of this study was the acknowledgement that 
numerous non-medical skills and competencies are needed by in-home paraprofessional 
caregivers.  Through interpretation of the data, significant numbers of non-medical 
skills/competencies were acknowledged and/or identified as important to the training of 
a paraprofessional caregiver.  This is important for a variety of reasons.  To date, little 
research has been accomplished which focuses on in-home caregiving needs, non-
medical caregiving needs and the training required by caregivers to meet these growing 
needs across the United States.  In addition, the non-medical aspect of caregiving was 
recognized as a significant need for those receiving care.  This was evidenced by the 
establishment of 133 skills and competencies through a three round Delphi process.  Of 
the 130 rated skills and competencies, 29 (22%) were considered to be of extreme 
importance while 56 (43%) were considered very important.  Furthermore, a 71% to 
100% consensus level was achieved on all items addressed within the three rounds.  
This is also documented in the literature. Based on the achievement of 51% consensus, 
DeLany (2004) and Gaspard, (1992) both successfully identified job skills considered of 
current and future interest using the Delphi technique.  The results from this study fell 
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well within the guidelines established by these two studies.  Furthermore, all skills and 
competencies from this study were considered to hold some level of importance.   
     Regarding specific items identified within this research, past studies confirm the 
need for some of the same skills and competencies.  The Labor Market Study (Mercury 
Information Services, 2002) acknowledged similar time and behavior management 
needs as compared to the findings of this study.  Some common threads with the Godin 
(1996) study were the recognized need for decision making, creativity and initiative.   
Therefore results of this study supports these past research efforts regarding needed job 
skills (see skill numbers 90, 98, 101, 109, 112, and 115 in Table 8).   
     As discussed in Chapter Two, multiple sources document the current and continuing 
need for paraprofessional caregivers and their importance in extending the quality of 
life to those they serve (Aspen Institute, 2001; Feldman & Desonia, 1999; Institute of 
Medicine, 2001; Bureau of Labor Statistics, 2004b; Paraprofessional Healthcare 
Institute, 2003b; Schure, 2001; Super, 2002).  The benefits provided by postsecondary 
training institutions to workforce development (Grubb et al., 1997; Rosenfeld, 1998) 
and particularly as it applies to paraprofessional caregiver training (Monk & Cox, 1991) 
are substantial.  Certificate and short-term training have been shown to provide multiple 
benefits for program completers (Cohen, 1998; Grubb, 1999b; Nitschke, 2001).  In this 
study, panelist responses within the qualifying questionnaire indicated that 47% 
encountered some level of difficulty in locating qualified people to fill caregiving 
positions requiring non-medical skills.  This is important evidence and further 
encouragement for updating current training programs or the development of new 
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offerings for caregiver education which can utilize the listing of skills and competencies 
resulting from this study.   
     Documentation is clear regarding the need for assistance with Activities of Daily 
Living (ADL) and Instrumental Activities of Daily Living (IADL) (AARP, 1998; 
Caldwell et al., 1998; LaPlante et al., 2002) however, as demonstrated by Caldwell et al. 
(1998) and AARP (1998) the percentage of IADLs performed by a caregiver far exceed 
the ADLs.  By their very nature, IADLs are non-medical and certainly comprise a large 
number of tasks able to be performed.  Meal preparation, laundry, housekeeping, 
transportation, home maintenance and many, many other activities comprise the IADLs 
which are life skills so vital to daily routine functions and critical to an independent 
lifestyle.  The results of this study support past research of AARP (1998) and Caldwell 
et al. (1998) to acknowledge the instrumental activities of daily living (see skill 
numbers 43, 45, 50, 54, 69, and 94 in Table 8).  This study further develops that list of 
activities to emphasize the lengthy list of skills needed by an effective and efficient 
caregiver. 
       A potential concern discussed by Linstone (Linstone & Turoff, 2002b) regards the 
opportunity for the selected expert to express opinions based on current knowledge 
versus future unknowns.  Similar occurrences can be related to social and/or cultural 
differences.  This was displayed through panelist comments, “One caveat on my 
response is that I am looking at the hypothetical position of caregiving paraprofessional 
through the lenses of my regulatory and insurance environment.”  Another offered, 
“Ohio is in the process of developing certification for in-home caregivers but it is a year 
or two off.  Some of the tasks I had difficulty with can only be done by an RN or an 
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LPN under the direction of an RN in OH at this time.”  When the Delphi participants 
were asked to respond to skills/competencies within the category of Transportation and 
Recreational Activities, the responses to the topic of Community Leisure activities 
voiced conflicting comments including: “Client specific. Too broad for training,” “This 
is one of the most important areas of support” and “What could impact a person’s 
Quality of Life more?”  The topic of Anger Management under the broad category of 
Industry Orientation/Employability/Ethics held this comment: “Whoa – was surprised 
everyone rated this as a 5.”  These panelist comments as well as others combined to 
indicate the following: 
     1.  Redundancy and some discrepancies exist between the non-medical vs. medical  
          categorization of the skills/competencies. 
     2. Some skills may not be appropriate to all populations receiving caregiver   
         assistance. 
Therefore, based on the conclusions just mentioned, the researcher makes the following 
recommendations and notes potential implications. 
     The researcher suggests that current paraprofessional caregiver training 
organizations and educational institutions review the list of skills and competencies 
established by the Delphi panel for updating their current paraprofessional caregiver 
training programs.  As a starting point, this could be accomplished through categorical 
training to serve continuing education purposes.  Change is never without controversy, 
especially in the setting of established programs such as those for paraprofessional 
caregivers.  However, through careful positioning within current programs and 
appropriate marketing to current and potential caregivers and care-receivers, it is the 
 116 
belief of the researcher that such changes would soon be embraced within the 
community. 
     The researcher suggests that consideration be given to the establishment of new 
caregiver training programs.  Furthermore, it is suggested that training be established 
based on the same or similar skill/competency categories used in this study.  Certificate 
training as discussed by Cohen (1998) and Nitschke (2001) could provide a caregiver 
short-term opportunities to enhance skills needed in a particular area which could be of 
particular interest to caregivers outside the paraprofessional realm.  For instance, the 
skills and competencies found within the category of Personal Care and Safety might be 
the one area of training that a family caregiver could use to better care for a loved one.  
Certificate training in the category of Sanitation and Infection Control, Nutrition and 
Food Preparation, Transportation and Recreational Activities or Living Environment 
and Home Management could open opportunities for employment and increased wages 
within Hospitality and Tourism, Food Service and Healthcare to name a few.  This 
sentiment was voiced by at least one panelist who wrote “Or maybe caregivers could 
receive training in a particular area of interest or a particular skill set”.  Yet another 
option could establish levels of training based on the importance ratings of skills within 
a category with attention given in descending order of importance similar in concept to 
that developed by the HCAAA (National Uniformity for Paraprofessional, n.d.).  For 
example, many new skills and competencies were introduced in the present study.  
Handwashing, Proper Body Mechanics for Caregiver, Infection Control/Universal 
Precautions and Ethical Behavior and Treatment were just a few of the highest rated 
skills to emerge from this study (see Table 8).  Emphasizing level of training in the 
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most important skills across categories would provide employers with a point of 
reference and short-term certificate training could also provide added incentive for 
continuing education at each level.  Monk and Cox (1991) and Grubb (1999a) both 
make the case for occupational ladders to enable and enhance career progression.  These 
points are further enhanced by two specific recommendations from the Committee on 
Improving Quality in Long-Term Care (Institute of Medicine, 2001).  Those are as 
follows: 
     Recommendation 6.3:  The committee recommends that for all long-term care 
     settings, federal and state governments, and providers, in consultation with 
     consumers develop training, education, and competency standards and training  
     programs for staff based on better knowledge of the time, skills, education, and 
     competency levels needed to provide acceptable consumer-centered long-term care. 
     (p. 211) 
 
     Recommendation 6.4:  For all long-term care service workers and settings, the 
     committee recommends that federal and state governments, as appropriate, undertake  
     measures to improve work environments including competitive wages, career  
     development opportunities, work rules, job design, and supervision that will attract  
     and retain a capable, committed work force. (p. 215) 
 
     In the beginning of such program development, hesitancy and confusion could be 
expected from all sides.  And certainly, if caregiver skill requirements are increased, the 
immediate response would most likely be a reduction in the available pool of trained 
caregivers.  Educational institutions initiating such programs could have concerns as to 
the interest by potential caregivers and care-receivers.  Potential caregivers who are 
intending to have gainful employment as a result of their training time and efforts could 
fear the unknown until time has proven the program’s worth.  Likewise, potential 
employers of the caregiver training could also have a wait-and-see attitude until they 
too have witnessed the program’s value to individuals and/or the community.  However, 
long-term implications for such training programs could include not only a better 
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trained workforce, but also improved wages and benefits for such program completers.  
Grubb (1999B) describes the economic returns at varying levels of postsecondary 
education.  The establishment of new programs could also have implications for 
licensure laws and legislation regarding reimbursement and practice issues.  Thoughts 
and concerns related to licensure and legislation were expressed through panelist 
comments during the course of this research. 
     The researcher suggests that additional consideration be given to establishing 
caregiver training programs which include expanded non-medical skills.  As addressed 
to this point, the intent for teaching these non-medical skills was to enhance the lives of 
those receiving the non-medical services of a paraprofessional caregiver.  Monk and 
Cox (1991) recommend multidisciplinary caregiver training to include skills involving 
“functional and household assistance, and social and nursing care” (p.158).  However, 
established training programs to teach non-medical skills and competencies to 
caregivers have far reaching implications.  The skills and competencies can obviously 
benefit the caregiver from the standpoint of gainful employment.  These life skills can 
also benefit the caregiver from a more personal standpoint as well.  Rosenfeld (1999) 
discusses the growing interest in the return to school to gain new and specific skills or 
transition to a new career.  As Nitschke (2001) pointed out, improved skills in safety, 
sanitation and nutrition to name a few can provide the same benefit to the caregiver and 
his/her family as the caregiver is able to provide to a client.  In fact, such training could 
have implications regarding homeland security issues.  In these days of increased 
terrorist activities, caregivers trained in non-medical skills and competencies could 
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provide valuable assistance to their community and their country in the event of 
disasters, both natural and manmade.    
     The results of this study also offer a basis for establishment of national caregiver 
licensure.  Such an effort could raise the awareness and status of the caregiver and bring 
some continuity to training programs.  The recognition and increased education 
requirements licensure would certainly bring could conceivably result in a 
corresponding increase in wages and benefits for this important segment of the 
workforce.  The literature confirms the fact that current training requirements vary 
considerably (Aspen Institute, 2001; Paraprofessional Healthcare Institute, 2003a; U.S. 
Department of Health and Human Services, 2002b).  Current minimum federal 
requirements for paraprofessional training are only 75 hours.  The non-medical training 
needs of caregivers as recognized by this study are substantial and establish the need for 
increased minimum standards.  Failure to do so disregards the looming problems 
associated with the aging population.  These problems will only continue to grow unless 
they are addressed. 
     Implications can also be found for changes within Family and Consumer Science 
(FCS) programs at the postsecondary level.  Addition of caregiving specific coursework 
that could include medical as well as non-medical skills within baccalaureate FCS 
programs could provide a ready source of educators for sub-baccalaureate caregiving 
programs. 
     The concerns for revision and/or development of expanded education and training 
programs are certainly valid.  However, the need for immediate attention to this training 
issue is well established in the literature as the baby boomers begin retiring in 2010 and 
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will significantly affect long-term cargiving services for the next 50 years (Assistant 
Secretary for Planning and Evaluation, 2003; Feldman & Desonia, 1999).   
     The researcher therefore suggests that this list of skills/competencies be further 
reviewed by a committee composed of caregiving representatives to combine, clarify 
and further refine the list.  One of the more significant questions to surface from this 
research involved the differences in the perception of medical versus non-medical.  It is 
the expectation of this researcher from these comments and from the review of literature 
(Wagner et al., 1997) that the dialogue will continue regarding medical and non-medical 
care issues.  The boundaries remain unclear and they may vary even more when put to 
the question of the various stakeholders.  Further recommendation by the researcher is 
for replication of this study for specific populations requiring the assistance of 
paraprofessional caregivers.  To promote expansion and consideration of other potential 
contributors regarding non-medical needs, consideration should be given to the 
inclusion of others.  Family caregivers, past, present and/or future consumers of 
caregiving services should also be given the opportunity to make their contributions.  
While this process can serve to hone the list, it can also lengthen the list as a result of 
the clarification process.  And it certainly should go without saying that past and present 
consumers of caregiving services could expand on this list of skills and competencies to 
provide valuable input regarding non-medical needs now as well as those expected if 
not demanded in the future.   
     One final recommendation would be for the repeat of this study as it applies to 
employment opportunities in hospitality and tourism, food service and other areas of 
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healthcare.  Noted similarities in skill sets could offer additional impetus for the 
establishment of new postsecondary training programs. 
Summary 
     Research documents an aging population and changing health care demands as a 
result.  A major concern resulting from these changes is the growing demand for 
knowledgeable and dedicated caregivers.  Adding to this dilemma is the fact that while 
the population in need of care is growing, the population from which the caregivers will 
be supplied is shrinking.  Current caregivers are primarily paraprofessional Certified 
Nurse Aides whose training requirements vary considerably across the wide spectrum 
of educational opportunities and locations.  
     Care locations are numerous for this aging population or others in need of care 
however, another demand is that of in-home care.  In such a setting, much assistance is 
directed towards addressing the Activities of Daily Living and the Instrumental 
Activities of Daily Living.  These are quite numerous but very important to the daily 
existence of those wishing to maintain their independence and live in the familiar 
surroundings of their home.   
     The majority of assistance needed is non-medical in nature.  Therefore, it was the 
objective of this research to identify non-medical job skills projected to be needed by 
in-home paraprofessional caregivers of today and beyond as determined by Delphi 
survey participants.   For the purposes of this study, the term non-medical was defined 
as non-sterile or non-invasive. 
     Through a three round Delphi process, the panel identified 133 skills and 
competencies needed by a caregiving paraprofessional to provide effective and efficient 
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in-home non-medical caregiving.  Three of the skills were added in the final round and 
therefore were unable to be rated leaving 130 skills and competencies to be rated by the 
panelists as to their level of importance.  Quantitative results indicated that 130 skills 
and competencies were rated as Somewhat Important or higher based on a minimum 
51% consensus level.   
     Qualitative results indicated opposing viewpoints on the overall need and/or degree 
of need for some skills and competencies.  Another discrepancy involved the variety of 
populations that can and do benefit from paraprofessional caregiving assistance.  More 
specifically, indications were that skill and competency needs varied based on the 
population receiving care or the location where care was being provided.  Certainly this 
can be attributed in part to the varied caregiving experience and background of the 
panel.  Other factors included the difference in legislation surrounding caregivers and 
reimbursement issues since 18 different states were represented on the panel.   There 
appeared to be some confusion within the panel regarding who was intended to teach 
the skills and competencies being identified by the study.  Redundancy issues were also 
raised with the listing of skills and competencies presented to the panelists in later 
rounds.  Qualifying questions used to establish the panel also established the fact that 
47% encountered some level of difficulty in finding qualified people for positions 
utilizing non-medical skills. 
     Regardless of these differences, the researcher was able to offer several suggestions 
for future training and credentialing procedures.  Emphasizing training by category and 
skills at different levels within categories would offer employers or educational 
facilities different options based on their needs.  These options would overcome many 
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concerns and discrepancies on specific skills/competencies mentioned by the Delphi 
panelists.  In addition, suggestions for further research were proposed that can enhance 
the cause for new program establishment. 
    The ability to provide enhanced quality of life for those desiring in-home caregiving 
services is verging on a crisis.  It is the hope of the researcher that this study contributes 
particularly a greater awareness as to the value of non-medical skills and competencies 
to not only the effectiveness of the caregiver, but more importantly to the life of the 
care-receiver.   Through the findings of this study in combination with the review of 
literature, there can be no doubt as to the significant difference non-medical assistance 
can make to the independence and quality of life for the care-receiver.   There is a 
myriad of concerns that cannot be separated from the skills and competencies identified 
by this study not the least of which include those issues surrounding service delivery 
and reimbursement.  However, the results of this study will hopefully challenge future 
researchers to continue to emphasize the important role of the caregiver, the extent and 
availability of training, and the need for regular revisions to these non-medical skills 
and competencies. 
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APPENDIX B 
 
QUESTIONNAIRE FOR ESTABLISHING THE DELPHI PANEL 
1.   Do you fee e and appreciation for the  
      broad scop edical services a caregiver may be asked to provide to assist 
      with activi ities of daily living? 
                         Yes 
 
l that you have a strong working knowledg
e of non-m
ties of daily living and instrumental activ
        
a. if member says yes, go to question 2  
  No   
b. if ember ysm sa  no, go to question 5 
2. Do you or the organizations you represent easily find qualified people to fill the 
     
 
positions requiring non-medical caregiving skills? 
                    Yes     No  
a. if m me ber says yes or no, go to question 3 
3. Would you lli g to participate in this study to project needed non-medical 
caregiving 
                        Yes 
 
 be wi n
skills for today and into the future? 
   
tion 4. a. if member says yes, go to ques
   No  
b. if member s say  no, replace that member and go to question 5. 
 
4. What is your preferred method of response? 
a. Electronic Mail  
b. U. S. Mail  
 
eel qualified to nominate at least 6/1 people/person to participate in this 
stud o
app s a caregiver may be asked 
to p e g? 
           
5. Do you f
y wh  you know or believe to have a strong working knowledge and 
reciation for the broad scope of non-medical service
rovid with activities of daily living and instrumental activities of daily livin
        
a.     If member says yes, take names and contact information and return to 
       Question 1 with the next initial panel member. 
b.     If member says yes but needs additional time to gather names and  
       contact information, inform them that a letter will be sent via their preferred  
Mail at their earliest convenience.   
e
       method of participation (Appendix D) asking that the information be  
       provided via electronic mail or U.S. 
       R searcher will return to Question 1 with the next initial panel member. 
c.     If member says no to questions 1 or 3, but yes to question 5, take their 
       nominee name but eliminate the  as a panel member and return to Question  
      1 with potential new pan
d.    
m
el member. 
 If member says yes to questions 1 and 3, but no to question 5, eliminate 
       them as nel member. 
 
an initial panel member but retain as a subsequent pa
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APPENDIX C 
 
INTRODUCTORY TELEPHONE SCRIPT 
nd 
s needed by in-home paraprofessional caregivers.   
 
formation I can email to you regarding the study.  Once you have had some time to 
ess, 
 Round One, participants will be presented with a prepared list of skills and 
hout 
rthy of consideration. 
inally, Round Three will present your list of scores from Round Two along with the 
s a minimum 51% consensus with each skill, 
ou will be asked to adjust or defend any of your ratings falling outside the group 
 
Do you have any questions at this time? 
 
Having heard what the study involves can I include you in the list of expert panelists?    
 
 
Hi, my name is Lynn Dix.  I am a doctoral candidate at Louisiana State University.  I 
am conducting research for my dissertation which focuses on non-medical skills a
competencie
 
The intent of this study is to develop an updated list of skills to provide guidance for 
educators and trainers working to meet the growing demand for paraprofessional 
caregivers.  
 
In order to accomplish this, the study requires a panel of experts from organizations 
involved with non-medical in-home caregiving.  Because you have the knowledge, 
experience and a resulting appreciation of this subject area you are a requested addition 
to this panel.   If it would better accommodate your schedule, I have detailed
in
read it over, we can then discuss any questions you may have.  (Get email addr
terminate conversation and send the introductory letter (Appendix C) and attachment of 
survey details (Appendix H) or continue the conversation as they choose.)   
 
In
competencies.  You will then mark those you consider important.  Here and throug
the course of the study you will also have the opportunity to write in any others which 
are not included but that you feel are wo
 
Skills and competencies will then be compiled from all panelists and presented in 
Round Two at which time each will be asked to rate each skill/competency from 1 (not 
important) to 5 (extremely important).   
 
F
group median scores.  In an effort toward
y
median by more than 1 point. 
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APPENDIX D 
 
 participant in this Delphi Study.  As you 
re well aware, the need for non-medical caregivers is rapidly growing and especially 
l(s) to also participate.  These should be people you consider to be extremely 
nowledgeable of the skills needed by a qualified in-home caregiver.  Nominee(s) from 
n 
 returning the names of your nominee(s), at a minimum, please provide their name 
NOMINEE SOLICITATION LETTER 
 
Dear Delphi Panelist, 
 
Thank you for your willingness to serve as a
a
within the home care sector. Through this study and your expertise, it is my hope to 
gather the necessary information to not only acknowledge but define the changing job 
skills required for this workforce demand.   
 
In our earlier conversation the request was made that you nominate at least (six/one) 
individua
k
the professional sector are not limited to those within your area of business.  I will the
contact those whom you recommend in order to inquire of their potential interest as a 
panelist. 
 
In
and place of business.  Their phone number and email address would be most helpful 
but are not required. You can forward this information to me via email to 
mdix1@lsu.edu.   
 
I thank you in advance for your time and effort with this project.  Once I have received 
ees and have all panel members in place, I will be in contact again to 
t survey document.  Please feel free to contact me anytime you have 
rding this study.   
ndidate 
3 Patrick Road 
atchitoches, LA  71457 
18-352-8889 
dix1@lsu.edu
your nomin
provide the firs
questions or concerns rega
 
Sincerely, 
M. Lynn Dix  
LSU Doctoral Ca
70
N
3
m  
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al 
aregivers.  At the same time you also agreed to provide the names of at least six other 
r 
 
t.  Those who may choose not to participate will 
ave to be replaced.  This process will continue until all panel members have been 
 
 
 you have questions or concerns about the submission of your nominees, please 
 
NOMINATION SOLICITATION REMINDER LETTER 
 
Dear Delphi Panelist, 
 
When we last spoke, you so kindly accepted my request to serve as a panel member for 
the upcoming survey to identify non-medical skills needed by paraprofession
c
people you considered to be equally knowledgeable of such skills.  I thank you again fo
agreeing to assist in this study.  While I know you are a very busy person, please know 
that your time and expertise serve an important function within this study.    
 
As a reminder, once I receive the name(s) of your nominee(s), I will then contact them
to determine their interest as a panelis
h
confirmed.  At that time all panelists will receive the first survey document.  While
there are several steps involved with this process, it is my sincere desire to move this
project along as quickly as possible. 
 
If
contact me via email at mdix1@lsu.edu.  Otherwise, I look forward to receiving the 
ames of your nominees along with their contact information at your earliest 
e. 
 consideration. 
ndidate 
03 Patrick Road 
atchitoches, LA   71457 
18-352-889 
dix1@lsu.edu
n
convenienc
 
I thank you again for your
 
Sincerely, 
M. Lynn Dix  
LSU Doctoral Ca
7
N
3
m  
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lingness to 
ort that the complete panel 
as been established and the number of potential participants now exceeds my needs.  I 
ation).  The possibility 
oes exist that (you/your nominee) could still be needed should there be any 
 to withdraw prior to the second round survey. 
y to arrive soon!)  
ndidate 
03 Patrick Road 
atchitoches, LA  71457 
18-352-8889 
dix1@lsu.edu
 
POTENTIAL PARTICIPANT THANKS/PANEL COMPLETE 
 
Dear Delphi Panelist, 
 
Thank you so very much for your (nominee and their contact information/wil
participate in the caregiver research).  I am delighted to rep
h
will, however, keep (your/your nominee name and contact inform
d
participants
 
Thanks again.  (Look for the first round surve
 
Sincerely, 
M. Lynn Dix 
LSU Doctoral Ca
7
N
3
m  
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cuses on the 
ariety of non-medical job skills and competencies required by paraprofessionals to 
o complete this investigation requires assistance from a panel of participants who have 
d 
ng with) 
er number you prefer that I use, please 
cate that as well. You can send that information via email to mdix1@lsu.edu
 
ALL PARTICIPANTS INTRODUCTORY LETTER 
 
Dear Potential Delphi Panelist, 
 
By way of brief introduction/reintroduction, I am a doctoral candidate at Louisiana
State University conducting research for my dissertation. This study fo
v
effectively serve as in-home caregivers. The title of the study is “Non-medical Skills 
and Competencies Needed by Paraprofessional Caregivers”.  For purposes of this 
research, the term non-medical will mean non-invasive or non-sterile. 
 
T
a familiarity with non-medical in-home caregiving skills.  The ultimate goal of this 
research is to develop an updated list of skills to provide guidance for educators an
trainers working to meet the growing demand for paraprofessional caregivers. 
 
(You have been nominated as a potential panelist.  This nomination recognizes you as 
someone who has extended knowledge in the subject of caregiving with an added 
appreciation for in-home care and non-medical skills – For Subsequent Nominees.)  
Your expertise could certainly enhance this study.  I would like to talk with you about 
the potential for your participation.  If you will provide me (a phone number alo
a preferred day and time to call, I will be happy to contact you then.  The phone number 
I have for you is ________.  If there is anoth
indi .  In the 
formation.  This will provide you the opportunity to formulate any questions you may 
uss in our phone conversation.  
tion in this matter and I look forward to hearing from you. 
ndidate  
03 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu
meantime, I have attached a detailed description of the study to give you more 
in
wish to disc
 
I appreciate your considera
 
Sincerely, 
M. Lynn Dix 
LSU Doctoral Ca
7
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SURVEY DETAILS 
 
This is the title of dissertation research that I am conducting as an LSU doctoral 
 
 
nal 
 
kills/competencies 
ill be established by a 51% group consensus based on responses to the following 
ive 
 list of 
rite in 
onsideration.  After completing each Round document electronically, you will need to 
he Round 2 document will present all skills identified as worthy of consideration from 
ery 
he Round 3 document will present the list from Round 2 along with the group median 
gth 
tly 
ur 
candidate.  This research focuses on the variety of job skills/competencies required by
paraprofessionals to provide effective and efficient in-home caregiving.  For purposes
of this study, the term non-medical will mean non-invasive or non-sterile. 
 
In order to accomplish this, I am soliciting a panel of 30 experts with a familiarity of 
non-medical in-home caregiving skills.  Through the help of this panel, a list will be 
developed of non-medical job skills/competencies needed by in-home paraprofessio
caregivers today and into the future.  It is my intent, through this study, to develop an 
updated list of skills to provide guidance for educators and trainers working to meet the
growing demand for paraprofessional caregivers.  The final list of s
w
statement:  “The types of skills and/or competencies needed by a caregiving 
paraprofessional to provide effective and efficient in-home non-medical (non-invas
or non-sterile) caregiving includes a working understanding of…” 
 
During the course of this study you will be provided a survey document in three 
separate rounds.  Responses can be provided through electronic mail or U.S. Mail 
depending on your preference.  The first round survey will provide a prepared
non-medical skills/competencies from various sources.  You are to mark those 
skills/competencies which you think are important to the efficient and effective 
paraprofessional caregiver today and into the future.  You are also requested to w
any other skills which have not been included but that you feel are worthy of 
c
save the document with your answers to your hard drive.  You will then return the saved 
document to me as an email attachment.  Otherwise you will simply return your 
responses by U. S. Mail with the paper document and return envelope I will provide. 
 
T
Round 1.  From this list you will then be asked to rate each skill/competency on a scale 
of 1 to 5 where 1 = Not Important, 2 = Somewhat Important, 3 = Important, 4 = V
Important, and 5 = Extremely Important.  
 
T
and your individual score for each skill/competency.  In an effort towards a final 
ranking and consensus with each skill/competency, you will be asked to adjust or 
defend any of your ratings that fall more than one rating point from the group median. 
 
It is estimated that Round 1 will require anywhere from 10 to 30 minutes of your time.  
The number of skills/competencies received through Round 1 will determine the len
of the survey documents for Rounds 2 and 3 therefore it is difficult to determine exac
how much time will be required by each of those rounds.  Once you have received yo
 142 
survey document, it is requested that you complete and return it at your earliest possible
convenience.  Reminders will be sent to those not responding in a timely manner.  
Your risk in this process is minimal.  The strictest confidentiality will be maintained 
throughout the study.  Responses will be identified by a code known only to me, the 
researcher.  In addition, all electronic submissions from the researcher will be scanned
for viruses prior to being sent to you.  All electron
 
 
ic responses received from you will 
e saved to the researcher’s hard drive further reducing computer privacy or security 
 file.  
 
tudy is strictly voluntary and you have the 
ption to change your mind or withdraw from the study at any time without penalty.  It 
ill also be provided linking you to the finished 
port when LSU has given final approval. 
ny questions or concerns during the course of the research process, 
tact me. 
03 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu
b
risks.  Any correspondence through the U.S. Mail will be contained in a protected
Certainly confidentiality cannot be guaranteed as absolute however, data will be kept
confidential unless release is legally compelled.   
 
Your ultimate inclusion in this study will be based on a series of five qualifying 
questions, but, your participation in this s
o
is   requested that you advise me of your intention to withdraw should you make that 
decision.  As you might expect, failure to respond to survey rounds one and two will 
exclude your participation in Round 3.   
 
As a measure of thanks for your participation, a summary of the results will be sent to 
you upon completion.  Information w
re
 
Should you have a
please don’t hesitate to con
 
M. Lynn Dix 
7
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panel indicates a level of expertise has been assigned to you 
garding non-medical caregiving skills.  As has been addressed in prior discussions, 
-
rovided 
ard drive.  You can then open the survey 
om its newly saved location and complete the survey according to instruction.  Those 
 
 
ROUND 1 LETTER/ELECTRONIC PARTICIPANTS 
 
Dear Delphi Panelist, 
 
Again, I thank you for your willingness to serve as a participant in this Delphi Study.   
Your selection to this 
re
this study is designed to identify skills for updating the training for in-home non
medical caregiving skills.  A list of skills as selected from various sources has p
a starting point.         
 
You will find the first of three survey documents as an attachment to this email 
transmission.  When you click on it, you will be prompted to open or save the 
document.  Save it either to a disk or your h
fr
instructions are located with the survey document and are listed below as well.  Once
you have completed the survey, please save your responses and then return it to me as
an e-mail attachment to mdix1@lsu.edu.   
 
Please respond to the survey statement by clicking on the box to the left of each job 
skill/competency you believe to be important in training paraprofessional caregivers 
regarding non-medical skills and competencies.  Your selections should reflect not only 
current needs but anticipated future needs as well.  The shaded spaces following each 
ction of skills and competencies are to provide you the opportunity to write in any 
 job 
 assistance with this study.  Your completion and return of this 
ocument is requested at your earliest convenience.  Once you have completed this 
rvey, please return it to me via email attachment.  Should you have any 
ncerns, you can reach me at mdix1@lsu.edu
se
other skills that are not listed but which you deem valuable and feel should be included.  
You may add as many as you wish by separating them with a hyphen (-).  (Example:
seeking – interviewing - etc.) 
 
Thanks so much for your
d
Round 1 su
questions or co  or at the address and phone 
ndidate 
03 Patrick Road 
atchitoches, LA  71457 
18-352-8889 
mdix1@lsu.edu
number listed below. 
 
Sincerely, 
M. Lynn Dix 
LSU Doctoral Ca
7
N
3
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ROUND 1 SURVEY DOCUMENT 
Instruction for Electronic Mail Participants 
Please respond to the following survey statement by clicking on the box to the left of 
each job skill/competency you believe to be important in training paraprofessional  
caregivers regarding non-medical skills and competencies.  Your selections should 
reflect not only current but anticipated future needs as well.  The shaded spaces 
petencies are to provide you the opportunity to 
 
c.) 
 
d as many as you wish by separating 
em with a hyphen (-).  (Example: job seeking – interviewing - etc.)  If extra room is 
your 
urvey Statement: The types of skills and/or competencies needed by a caregiving 
o t in-home non-medical (non-
 non-sterile) caregiving for today and into the future includes a working 
nderstandin
 
Place Mark 
     Below 
 
following each section of skills and com
write in any other skills you feel should be included.  You may add as many as you
wish by separating them with a hyphen (-).  (Example: job seeking – interviewing - et
 
Instructions for U. S. Mail Participants 
Please respond to the survey statement by checking the box to the left of each job 
skill/competency you believe to be important in training paraprofessional caregivers 
regarding non-medical skills and competencies.  Your selections should reflect not only
current needs but anticipated future needs as well.  The shaded spaces following each 
section of skills and competencies are to provide you the opportunity to write in any 
other you feel should be included.  You may ad
th
required, please continue listing your suggested skills/competencies on the back of this 
survey.  Be sure to recognize the category section you intend to be associated with 
additional recommended skills/competencies. 
 
S
paraprofessi nal to provide effective and efficien
invasive or
u g of …  
SKILLS AND COMPETENCIES
 Personal Care and Safety 
 
 Proper Body Mechanics for Client 
 Proper Body Mechanics for Caregiver 
 Client Personal Hygiene, Grooming, Dressing and Elimination Procedures 
 Monitoring Vital Signs 
 CPR and First Aid Procedures 
 Use and Care of Adaptive Equipment 
 Medication Assistance and Awareness 
 ile Dressing Techniques Nonster
 Arranging Appointments 
 Apparel Selection 
 Community Resources 
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Sanitation and Infection Control 
 Handwashing 
 Storage and Disposal of Contaminated Items 
 Isolation Techniques 
 Importance of  a Clean Environment 
 Cleaning Techniques for Bathroom, Kitchen, Bedroom and Living Areas 
 Laundering Techniques 
  Proper Use of Household Chemicals Safe and
 afe Storage Methods for Food and Chemicals S
 Infectious Diseases 
 fection Control/Universal Precautions In
       
 
gement 
 
Living Environment and Home Mana
 
 General Home Maintenance 
 Identification of Hazards 
 Coordination of Schedule Maintenance 
 Locating Maintenance Assistance 
 General Shopping 
 Grocery Shopping 
 Comparative Shopping 
 Budgeting 
 Assisting with Bill Paying 
 ation Techniques Organiz
 Sewing Assistance 
 s Banking/Money Management Skill
 Basic Legal Terminology and Issues 
       
 
paration 
 
Nutrition and Food Pre
 Meal Planning 
 Modified Diets 
 Portion Control 
 Basic Food Preparation 
 Food Serving Procedures 
 ood Storage and Clean-up F
       
  
Personal and Professional Communications 
 
 Spoken Communications 
 Medical Terminology 
 Recording/Reporting Observations 
 Client Communication Assistance 
 146 
 Telephone Manners 
       
 
nal Activities 
 
Transportation and Recreatio
 Assisting To and From a Vehicle 
 Providing Transportation 
 Arranging for Transportation 
 Community Leisure Activities 
 Homebound Activities 
 Creative/Stimulating/Appropriate Activities 
 Companionship Conversation 
       
 
loyability/Ethics 
 
Industry Orientation/Emp
 Job Seeking 
 Interviewing 
 Wage Schedules 
 Employment Opportunities 
 Working Conditions 
 Employment Responsibilities 
 Professional Behavior and Grooming 
 Communication and Interpersonal Skills 
 Ethical Behavior and Treatment 
 Time Management 
 Telephone Skills 
 Anger Management 
 Skills Coping 
 Stress Management 
 Benefits and Sources of Continuing Education 
 Decision Making and Problem Solving 
       
For Electronic Participants 
is survey, be sure to save the changes to this document 
e as 
Once you have completed th
either on a disk or your hard drive.   Then return the completed survey to m
an e-mail attachment to mdix1@lsu.edu. 
  
For U. S. Mail Participants 
ase return it in the self-addressed, 
urvey. 
 
For all Participants  
Thank you so much for your assis
The Round 2 document will be arriving soon! 
 
Once you have completed this survey, ple
stamped envelope that was included with this s
tance! 
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ROUND 1 LETTER/MAIL PARTICIPANTS 
has been assigned to you 
garding non-medical caregiving skills.  As has been addressed in prior discussions, 
ou will find the first of three survey documents enclosed.  Please complete the survey 
 and 
 
 
d.  
ou may add as many as you wish by separating them with a hyphen (-).  (Example: job 
ion and return of this 
ocument is requested at your earliest convenience.  Once you have completed this 
rvey, please return it to me in the self-addressed, stamped envelope that has 
.  Should you have any questions or concerns, you can reach me at 
Panelist Mailing Address 
Date 
Dear Delphi Panelist, 
 
Again, I thank you for your willingness to serve as a participant in this Delphi Study.   
Your selection to this panel indicates a level of expertise 
re
this study is designed to identify skills for updating the training of paraprofessional 
caregivers regarding in-home non-medical caregiving skills.  A list of skills as selected 
from various sources has provided a starting point.         
 
Y
according to instructions.  Those instructions are located with the survey document
are listed below as well.  Once you have completed the survey, please return it to me in 
the enclosed self-addressed stamped envelope.   
 
Please respond to the survey statement by marking the box to the left of each job 
skill/competency you believe to be important in training paraprofessional caregivers 
regarding non-medical skills and competencies.  Your selections should reflect not only 
current needs but anticipated future needs as well.  The shaded spaces following each
section of skills and competencies are to provide you the opportunity to write in any
other skills that are not listed but which you deem valuable and feel should be include
Y
seeking – interviewing - etc.)  If extra room is required, please continue listing your 
suggested skills/competencies on the back of this survey.  Be sure to recognize the 
category section you intend to be associated with your additional recommendations. 
 
Thanks so much for your assistance with this study.  Your complet
d
Round 1 su
been provided
mdix1@lsu.edu or at the address and phone number listed below. 
ndidate 
03 Patrick Road 
atchitoches, LA  71457 
18-352-8889 
mdix1@lsu.edu
 
Sincerely, 
M. Lynn Dix 
LSU Doctoral Ca
7
N
3
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ood Day Delphi Panelist, 
uch for your prompt attention to the Round 1 survey.  Your completed 
ed.  Be watching for the Round 2 survey. 
ndidate 
03 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu
 
ROUND 1 SURVEY RETURNED WITHOUT PROBLEM 
 
G
 
Thanks so m
survey arrived and has been process
 
Thanks again, 
Lynn Dix  
LSU Doctoral Ca
7
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ROUNDS 1, 2, AND 3 SURVEY RETURN ATTEMPTED WITH PROBLEM 
 
Good Day Delphi Panelist, 
 
Thanks so much for your quick response.  Unfortunately, the document did not transfer.  
Please try again.  If there is still a problem, I will call you and we can arrange to fax it if 
that would help you. 
 
Thanks.  I look forward to hearing from you. 
 
Sincerely, 
Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA 71457 
318-352-8889 
mdix1@lsu.edu 
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ROUND 1 REMINDER LETTER/MAIL SURVEY DOCUMENT COMPLETION 
 
Panelist Mailing Address 
Date 
Dear Delphi Panelist, 
 
I hope this note finds you well.  As we continue in the holiday season, I know your 
schedule is filled to overflowing with both personal and professional demands.    
 
As a reminder, it has been a week since the Round 1 Survey was mailed to you, 
however, I have not received your response.  In case you did not receive the first 
mailing, I have again enclosed the Round 1 survey and a self-addressed stamped 
envelope for your return convenience.  Please complete the survey according to 
instructions.  Those instructions are located with the survey document and are listed 
below as well.  Once you have completed the survey, please return it to me in the 
enclosed self-addressed stamped envelope.   
 
Please respond to the survey statement by marking the box to the left of each job 
skill/competency you believe to be important in training paraprofessional caregivers 
regarding non-medical skills and competencies.  Your selections should reflect not only 
current needs but anticipated future needs as well.  The shaded spaces following each 
section of skills and competencies are to provide you the opportunity to write in any 
other skills that are not listed but which you deem valuable and feel should be included.  
You may add as many as you wish by separating them with a hyphen (-).  (Example: job 
seeking – interviewing - etc.)  If extra room is required, please continue listing your 
suggested skills/competencies on the back of this survey.  Be sure to recognize the 
category section you intend to be associated with your additional recommendations. 
 
I thank you for your consideration in this matter and would very much appreciate a 
response at your earliest opportunity.  As always, any questions or concerns can be 
directed to my attention through the contact information below. 
 
Thanks again.  I look forward to hearing from you soon. 
 
Sincerely, 
M. Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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ROUND 1 REMINDER LETTER/ELECTRONIC SURVEY DOCUMENT 
COMPLETION 
 
Dear Delphi Panelist, 
 
I hope this note finds you well.  As we continue in the holiday season, I know your 
schedule is filled to overflowing with both personal and professional demands.    
 
As a reminder, it has been a week since the Round 1 Survey was emailed to you, 
however, I have not received your response.  In case there were problems with the 
original transmission, I have again attached the Round 1 survey document to this email 
transmission.  Please complete it according to instructions.  Those instructions follow 
and can also be found at the beginning of the survey. 
 
When you click on the attachment, you will be prompted to open or save the document.  
Save it either to a disk or your hard drive.  You can then open the survey from its newly 
saved location and complete it according to instruction.  Please respond to the survey 
statement by clicking on the box to the left of each job skill/competency you believe to 
be important in training paraprofessional caregivers regarding non-medical skills and 
competencies.  Your selections should reflect not only current needs but anticipated 
future needs as well.  The shaded spaces following each section of skills and 
competencies are to provide you the opportunity to write in any other skills that are not 
listed but which you deem valuable and feel should be included.  You may add as many 
as you wish by separating them with a hyphen (-).  (Example: job seeking – 
interviewing - etc.)  Once you have completed the survey, please save your responses 
and then return it to me as an e-mail attachment to mdix1@lsu.edu.   
 
I thank you for your consideration in this matter and would very much appreciate a 
response at your earliest opportunity.  As always, any questions or concerns can be 
directed to my attention through the contact information below. 
 
Thanks again.  I look forward to hearing from you soon. 
 
Sincerely, 
M. Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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ROUND 2 ELECTRONIC SURVEY DOCUMENT 
This survey document includes all skills/competencies indicated as important by any of 
the participants from Round 1.  In addition, it includes a selection of new 
skills/competencies also resulting from Round 1.  Those new skills/competencies have 
been listed individually or combined with like selections from the previous round.  As 
you begin the second round survey, again keep in mind the spirit of the survey question 
as listed in bold type below.  Your selections should continue to reflect not only current 
needs but anticipated future needs as well.  This survey document requires that you rate 
each listed job skill/competency as follows: 
5=Extremely Important, 
                                                    4=Very Important, 
                                                    3=Important, 
 2=Somewhat Important, 
                                                    1=Not Important 
 
To accomplish this, simply click on the colored spaces where the words “Rating 
Choice” appear following each skill/competency.  A drop down box will appear.  Click 
on your preferred rating choice and arrow down to the next one.  The shaded space 
following each section of skills and competencies is to provide you the continued 
opportunity to write in any others you feel should be included.  As before, you may add 
as many as you wish by separating them with a hyphen (-).  (Example: job seeking – 
interviewing - etc.)Once you have completed the survey, please save it with your 
chosen responses and return by sending it back as an email attachment to 
mdix1@lsu.edu. 
 
 
 Survey Statement: The types of skills and/or competencies needed by a caregiving 
paraprofessional to provide effective and efficient in-home non-medical (non-
invasive or non-sterile) caregiving includes a working understanding of …  
 
 
 
 
Caregiver Job Skills 
Delphi Panelist  
 Rating                    
 
Personal Care and Safety 
 
Proper Body Mechanics for Client Rating Choice 
Proper Body Mechanics for Caregiver Rating Choice 
Client Personal Hygiene/ASSISTING with Grooming, 
Dressing, etc. 
Rating Choice 
Client Personal Hygiene/PERFORMING Grooming, 
Dressing, etc. 
Rating Choice 
Monitoring Vital Signs Rating Choice 
CPR  Rating Choice 
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First Aid Procedures Rating Choice 
Use and Care of Adaptive/Assistive Equipment i.e. 
Glucometer, Hearing Aids, DME, Dentures, Eyeglasses, etc. 
Rating Choice 
Medication Awareness Rating Choice 
Medication Assistance/REMINDING Client to take meds Rating Choice 
Medication Assistance/GIVING Client Meds, Drawing 
Insulin, etc. 
Rating Choice 
Nonsterile Dressing Techniques Rating Choice 
Arranging Appointments Rating Choice 
Apparel Selection Rating Choice 
Community Resources Rating Choice 
Observing Skin Integrity Rating Choice 
Awareness of Physical and Mental Status Changes Rating Choice 
Normal Aging Process Awareness Rating Choice 
Understanding and Awareness of the Memory Impaired i.e. 
Dementia, Alzheimers 
Rating Choice 
Care and Safety Issues for the Memory Impaired i.e. 
Dementia, Alzheimers  
Rating Choice 
General Information and Health Issues re: Varied Populations 
i.e. MRDD, Disabilities/Impairment, etc. 
Rating Choice 
Turning and Body Positioning of Bed Bound Clients Rating Choice 
Oxygen Therapy i.e. cleaning/connecting nebulizers, reading 
O2 tanks levels of output, etc.        
Rating Choice 
Awareness of Mental Health Issues/Recognizing Problems Rating Choice 
Caring for the Terminally Ill Rating Choice 
Personal Safety Issues for Client and Caregiver including but 
not limited to Resistive/Uncooperative Clients 
Rating Choice 
Working with Client Disability and Illness Rating Choice 
Working with a Family Caregiver Rating Choice 
Recognition and Awareness of Substance Abuse and 
Addiction 
Rating Choice 
Range of Motion Exercises Rating Choice 
General Knowledge of Fire Safety, Natural Disaster 
Awareness, Carbon Monoxide Safety, Inclement Weather 
Rating Choice 
Advance Directives Rating Choice 
Recognizing and Reporting Signs of Family Violence, Abuse 
and Neglect 
Rating Choice 
Bladder Health and Incontinence Management Rating Choice 
       
 
Sanitation and Infection Control 
 
Handwashing Rating Choice 
Storage and Disposal of Contaminated Items Rating Choice 
Isolation Techniques/Precautions with Communicable 
Conditions ex. MRSA, TB, VRE, etc. 
Rating Choice 
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Importance of  a Clean Environment Rating Choice 
Cleaning Techniques for Bathroom, Kitchen, Bedroom and 
Living Areas 
Rating Choice 
 
Laundering Techniques Rating Choice 
Safe and Proper Use of Household Chemicals Rating Choice 
Safe Storage Methods for Food and Chemicals Rating Choice 
Infectious Diseases Rating Choice 
Infection Control/Universal Precautions Rating Choice 
Proper Storage and Disposal of Medical Waste i.e. sharps 
containers 
Rating Choice 
Decubitus Ulcer Care Rating Choice 
       
 
Living Environment and Home Management 
 
General Home Maintenance Rating Choice 
Identification of Hazards and Alternatives for 
Resolution/General Home Safety Guidelines 
Rating Choice 
Coordination of Scheduled Maintenance Rating Choice 
Locating Maintenance Assistance Rating Choice 
General Shopping Rating Choice 
Grocery Shopping Rating Choice 
Comparative Shopping Rating Choice 
Budgeting INCLUDING management and financial or 
investment decisions 
Rating Choice 
Budgeting EXCLUDING  management and financial or 
investment decisions 
Rating Choice 
Assistance with Bill Paying INCLUDING Handling of Client 
Funds i.e.  making deposits, writing checks, etc. 
Rating Choice 
Assistance with Bill Paying EXCLUDING Handling of Client 
Funds i.e. mailing/delivering bills prepared by the client 
Rating Choice 
Assistance with Client Funds INVOLVING Management or 
Fiduciary Responsibilities 
Rating Choice 
Organization Techniques Rating Choice 
Sewing Assistance Rating Choice 
Banking/Money Management Skills Rating Choice 
Basic Legal Terminology and Issues Rating Choice 
Pet Care Rating Choice 
Pest Control Rating Choice 
Gardening Assistance Rating Choice 
        
 
Nutrition and Food Preparation 
 
Meal Planning Rating Choice 
Modified Diets Rating Choice 
Portion Control Rating Choice 
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Basic Food Preparation Rating Choice 
Food Serving Procedures Rating Choice 
Food Storage, Identification and Clean-up Rating Choice 
Importance/Monitoring of Fluid Intake Rating Choice 
Basic Nutrition Rating Choice 
Feeding a Client Rating Choice 
Food Safety ex. Maintaining Proper Temperatures Rating Choice 
Ethnic Meal Preparation Rating Choice 
       
 
Personal and Professional Communications 
 
Spoken Communications Rating Choice 
Medical Terminology (includes working knowledge of 
medical ancillaries, managed care and other entities  
providing such care) 
Rating Choice 
Client Communication Assistance Rating Choice 
Telephone Manners and Appropriate Telephone Technique Rating Choice 
Communication with Families and Involved Professionals Rating Choice 
Communicating with Difficult Clients i.e. Memory Deficit, 
Stroke Clients, etc. 
Rating Choice 
Nonverbal Communication Rating Choice 
Communicating with Hearing/Speech/Vision Impaired Clients Rating Choice 
Appropriate use of Health History and Protected Health 
Information 
Rating Choice 
Awareness of Symptoms and Courses of Acute and Chronic 
Adult Illness ex. Heart disease, Cancer, Stroke, Diabetes, 
Lung Disease 
Rating Choice 
       
 
Transportation and Recreational Activities 
 
Assisting To and From a Vehicle Rating Choice 
Providing Transportation Rating Choice 
Arranging for Transportation Rating Choice 
Community Leisure Activities Rating Choice 
Homebound Activities (includes but not limited to physical 
activities) 
Rating Choice 
Creative/Stimulating/Appropriate Activities Rating Choice 
Companionship Conversation Rating Choice 
Basic Card Games/Puzzles/Rules ex. Pinochle, Cribbage Rating Choice 
Effective Reminiscing Rating Choice 
Defensive Driving Rating Choice 
       
 
Industry Orientation/ Employability/Ethics 
 
Job Seeking Rating Choice 
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Interviewing Rating Choice 
Wage Schedules Rating Choice 
Employment Opportunities Rating Choice 
Working Conditions Rating Choice 
Employment Responsibilities (for both employer and 
employee) 
Rating Choice 
Professional Behavior, Grooming and Dress Rating Choice 
Communication and Interpersonal Skills Rating Choice 
Ethical Behavior and Treatment (includes but not limited to 
client/patient rights) 
Rating Choice 
Time Management Rating Choice 
Telephone Skills (includes but not limited to timely 
receipt/response to calls; timely, accurate and appropriate 
reporting to supervisor) 
Rating Choice 
Anger Management Rating Choice 
Coping Skills Rating Choice 
Stress Management Rating Choice 
Benefits and Sources of Continuing Education Rating Choice 
Decision Making and Problem Solving Rating Choice 
Distinguishing Difference Between Being Employee vs. 
Friend to Client 
Rating Choice 
Working with the Supervisor to Resolve Issues/Concerns Rating Choice 
Values Clarification ex. Nonjudgmental Rating Choice 
Taking Initiative Rating Choice 
Sexual Harassment Rating Choice 
Basic Etiquette in dealing with varied populations/health 
conditions 
Rating Choice 
Appropriate use of Support, Cooperation with Peers, 
Guidance from Supervisor 
Rating Choice 
Insurance ex. vehicle, workers compensation, liability, etc. Rating Choice 
Bond Rating Choice 
Scope of Service Rating Choice 
       
Skills/Competencies Significant to Multiple  
Areas of Non-medical In-home Caregiving 
 
Confidentiality Issues and Training also including HIPAA and 
Privacy Laws 
Rating Choice 
Observation/Documentation/Reporting of Incidents or 
Concerns 
Rating Choice 
Setting and Maintaining Appropriate Boundaries with Clients 
in a Professional Manner 
Rating Choice 
Emergency/Incident Response Procedures and Protocol Rating Choice 
Cultural/Ethnic and Spiritual/Religious Awareness and 
Sensitivity 
Rating Choice 
Proper Transfer Assistance Techniques and Understanding  to Rating Choice 
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Monitor/Assist/Support all transfers as needed 
       
 
Once you have completed this survey, be sure to save the changes to this document 
either on a disk or your hard drive.   Then return the completed survey to me as 
an e-mail attachment to mdix1@lsu.edu. 
 
Thank you so much for your assistance!  The Round 3 Document will be arriving 
soon. 
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APPENDIX Q 
 
ROUND 2 U. S. MAIL SURVEY DOCUMENT 
 
This survey document includes all skills/competencies indicated as important by any of 
the participants from Round 1.  In addition, it includes a selection of new 
skills/competencies also resulting from Round 1.  Those new skills/competencies have 
been listed individually or combined with like selections from the previous round.  As 
you begin the second round survey, again keep in mind the spirit of the survey question 
as listed below.  Your selections should continue to reflect not only current needs but 
anticipated future needs as well.  This survey document requires that you rate each 
listed job skill/competency as follows: 
5=Extremely Important, 
                                                    4=Very Important, 
                                                    3=Important, 
 2=Somewhat Important, 
                                                    1=Not Important 
 
To accomplish this, simply write in your number choice from the above list in the 
column titled Delphi Panelist Rating to the right of each listed skill/competency.  The 
shaded space following each section of skills and competencies is to provide you the 
continued opportunity to write in any others you feel should be included.  As before, 
you may add as many as you wish by separating them with a hyphen (-).  (Example: job 
seeking – interviewing - etc.)Again, if extra room is required, please continue listing 
your suggested skills/competencies on the back of this survey.  Be sure to recognize the 
category section you intend to be associated with your additional recommended 
skills/competencies.Once you have completed the survey, please return it at your 
earliest convenience in the enclosed self addressed stamped envelope.  
 
 Survey Statement: The types of skills and/or competencies needed by a caregiving 
paraprofessional to provide effective and efficient in-home non-medical (non-
invasive or non-sterile) caregiving includes a working understanding of …  
 
 
Caregiver Job Skills 
Delphi Panelist  
 Rating                    
 
Personal Care and Safety 
 
Proper Body Mechanics for Client  
Proper Body Mechanics for Caregiver  
Client Personal Hygiene/ASSISTING with Grooming, 
Dressing, etc. 
 
Client Personal Hygiene/PERFORMING Grooming, 
Dressing, etc. 
 
Monitoring Vital Signs  
CPR   
First Aid Procedures  
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Use and Care of Adaptive/Assistive Equipment i.e. 
Glucometer, Hearing Aids, DME, Dentures, Eyeglasses, etc. 
 
Medication Awareness  
Medication Assistance/REMINDING Client to take meds  
Medication Assistance/GIVING Client Meds, Drawing 
Insulin, etc. 
 
Nonsterile Dressing Techniques  
Arranging Appointments  
Apparel Selection  
Community Resources  
Observing Skin Integrity  
Awareness of Physical and Mental Status Changes  
Normal Aging Process Awareness  
Understanding and Awareness of the Memory Impaired i.e. 
Dementia, Alzheimers 
 
Care and Safety Issues for the Memory Impaired i.e. 
Dementia, Alzheimers  
 
General Information and Health Issues re: Varied Populations 
i.e. MRDD, Disabilities/Impairment, etc. 
 
Turning and Body Positioning of Bed Bound Clients  
Oxygen Therapy i.e. cleaning/connecting nebulizers, reading 
O2 tanks levels of output, etc.        
 
Awareness of Mental Health Issues/Recognizing Problems  
Caring for the Terminally Ill  
Personal Safety Issues for Client and Caregiver including but 
not limited to Resistive/Uncooperative Clients 
 
Working with Client Disability and Illness  
Working with a Family Caregiver  
Recognition and Awareness of Substance Abuse and 
Addiction 
 
Range of Motion Exercises  
General Knowledge of Fire Safety, Natural Disaster 
Awareness, Carbon Monoxide Safety, Inclement Weather 
 
Advance Directives  
Recognizing and Reporting Signs of Family Violence, Abuse 
and Neglect 
 
Bladder Health and Incontinence Management  
       
 
Sanitation and Infection Control 
 
Handwashing  
Storage and Disposal of Contaminated Items  
Isolation Techniques/Precautions with Communicable 
Conditions ex. MRSA, TB, VRE, etc. 
 
Importance of  a Clean Environment  
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Cleaning Techniques for Bathroom, Kitchen, Bedroom and 
Living Areas 
 
Laundering Techniques  
Safe and Proper Use of Household Chemicals  
Safe Storage Methods for Food and Chemicals  
Infectious Diseases  
Infection Control/Universal Precautions  
Proper Storage and Disposal of Medical Waste i.e. sharps 
containers 
 
Decubitus Ulcer Care  
       
 
Living Environment and Home Management 
 
General Home Maintenance  
Identification of Hazard and Alternatives for 
Resolution/General Home Safety Guidelines 
 
Coordination of Scheduled Maintenance  
Locating Maintenance Assistance  
General Shopping  
Grocery Shopping  
Comparative Shopping  
Budgeting INCLUDING management and financial or 
investment decisions 
 
Budgeting EXCLUDING  management and financial or 
investment decisions 
 
Assistance with Bill Paying INCLUDING Handling of Client 
Funds i.e.  making deposits, writing checks, etc. 
 
Assistance with Bill Paying EXCLUDING Handling of Client 
Funds i.e. mailing/delivering bills prepared by the client 
 
Assistance with Client Funds INVOLVING Management or 
Fiduciary Responsibilities 
 
Organization Techniques  
Sewing Assistance  
Banking/Money Management Skills  
Basic Legal Terminology and Issues  
Pet Care  
Pest Control  
Gardening Assistance  
        
 
Nutrition and Food Preparation 
 
Meal Planning  
Modified Diets  
Portion Control  
Basic Food Preparation  
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Food Serving Procedures  
Food Storage, Identification and Clean-up  
Importance/Monitoring of Fluid Intake  
Basic Nutrition  
Feeding a Client  
Food Safety ex. Maintaining Proper Temperatures  
Ethnic Meal Preparation  
       
 
Personal and Professional Communications 
 
Spoken Communications  
Medical Terminology (includes working knowledge of 
medical ancillaries, managed care and other entities  
providing such care) 
 
Client Communication Assistance  
Telephone Manners and Appropriate Telephone Technique  
Communication with Families and Involved Professionals  
Communicating with Difficult Clients i.e. Memory Deficit, 
Stroke Clients, etc. 
 
Nonverbal Communication  
Communicating with Hearing/Speech/Vision Impaired Clients  
Appropriate use of Health History and Protected Health 
Information 
 
Awareness of Symptoms and Courses of Acute and Chronic 
Adult Illness ex. Heart disease, Cancer, Stroke, Diabetes, 
Lung Disease 
 
       
 
Transportation and Recreational Activities 
 
Assisting To and From a Vehicle  
Providing Transportation  
Arranging for Transportation  
Community Leisure Activities  
Homebound Activities (includes but not limited to physical 
activities) 
 
Creative/Stimulating/Appropriate Activities  
Companionship Conversation  
Basic Card Games/Puzzles/Rules ex. Pinochle, Cribbage  
Effective Reminiscing  
Defensive Driving  
       
 
Industry Orientation/ Employability/Ethics 
 
Job Seeking  
Interviewing  
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Wage Schedules  
Employment Opportunities  
Working Conditions  
Employment Responsibilities (for both employer and 
employee) 
 
Professional Behavior, Grooming and Dress  
Communication and Interpersonal Skills  
Ethical Behavior and Treatment (includes but not limited to 
client/patient rights) 
 
Time Management  
Telephone Skills (includes but not limited to timely 
receipt/response to calls; timely, accurate and appropriate 
reporting to supervisor) 
 
Anger Management  
Coping Skills  
Stress Management  
Benefits and Sources of Continuing Education  
Decision Making and Problem Solving  
Distinguishing Difference Between Being Employee vs. 
Friend to Client 
 
Working with the Supervisor to Resolve Issues/Concerns  
Values Clarification ex. Nonjudgmental  
Taking Initiative  
Sexual Harassment  
Basic Etiquette in dealing with varied populations/health 
conditions 
 
Appropriate use of Support, Cooperation with Peers, 
Guidance from Supervisor 
 
Insurance ex. vehicle, workers compensation, liability, etc.  
Bond  
Scope of Service  
       
Skills/Competencies Significant to Multiple  
Areas of Non-medical In-home Caregiving 
 
Confidentiality Issues and Training also including HIPAA and 
Privacy Laws 
 
Observation/Documentation/Reporting of Incidents or 
Concerns 
 
Setting and Maintaining Appropriate Boundaries with Clients 
in a Professional Manner 
 
Emergency/Incident Response Procedures and Protocol  
Cultural/Ethnic and Spiritual/Religious Awareness and 
Sensitivity 
 
Proper Transfer Assistance Techniques and Understanding  to 
Monitor/Assist/Support all transfers as needed 
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Once you have completed this survey, please return it in the self-addressed, 
stamped envelope that was included with this survey. 
 
Thank you so much for your assistance! 
 
The Round 3 Document will be arriving soon. 
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APPENDIX R 
 
ROUND 2 LETTER FOR ELECTRONIC AND MAIL PARTICIPANTS 
 
(Date and Address for U. S. Mail Participants) 
Dear Delphi Panelist, 
 
Thanks to the efforts of you and the other panel members, the first round of the study 
has been successfully completed.  Those results have been compiled for Round 2.  Any 
new skills suggested by the panel have been added as individual skills or combined with 
those from the original Round 1 list.  The panel has been most instrumental in 
establishing an extended listing of non-medical skills for training the in-home caregiver.   
 
Before Santa makes any final demands on your time, I have attached the Round 2 
Survey for your completion. 
 
For Electronic Mail Participants 
In this round you are asked to rate the importance of each job skill listed.  As before, 
when you click on the attachment, you will be prompted to open or save the document.  
Again, save it either to a disk or your hard drive.  You can then open the survey from its 
newly saved location and complete the survey according to instruction.  Those 
instructions follow but and are located with the survey document as well.  .   
 
As you will notice at the top of your survey document, the scale to be used ranges from 
5 representing extreme importance to 1 representing no importance.  To accomplish 
this, simply click on the colored spaces where the words “Rating Choice” appear 
following each skill/competency.  A drop down box will appear.  Click on your 
preferred rating choice and arrow down to the next one.  As before, please base your 
responses in answer to the survey question found in bold type on the survey document.  
Your responses should continue to reflect not only current needs but anticipated future 
needs as well.  Also, you are encouraged to continue adding any skills/competencies 
that you feel should also be considered.  As before, you may add as many as you wish 
by separating them with a hyphen (-).  (Example: job seeking – interviewing - etc.) 
Once you have completed the survey, please save your responses and return via email 
attachment to mdix1@lsu.edu  at your earliest convenience. 
 
For U. S. Mail Participants 
In this round you are asked to rate the importance of each job skill listed.  As you will 
notice at the top of your survey document, the scale to be used ranges from 5, 
representing extreme importance to 1, representing no importance.  To accomplish this, 
simply write in your number choice in the column titled Delphi Panelist Rating to the 
right of each listed skill/competency.  As before, please base your responses in answer 
to the survey question found in bold type on the survey document.  Your responses 
should continue to reflect not only current needs but anticipated future needs as well.  
Also, you are encouraged to continue adding any skills/competencies that you feel 
should also be considered.  As before, you may add as many as you wish by separating 
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them with a hyphen (-).  (Example: job seeking – interviewing - etc.)Once you have 
completed the survey, please return it at your earliest convenience in the enclosed self 
addressed stamped envelope.  
 
The holidays often include extended time off.  If you will be unable to complete the 
Round 2 Survey between now and January 3, I would appreciate your letting me know.   
As always, if you have questions or concerns, you can reach me through the contact 
information listed below.   
 
I wish you safe and happy times for the holidays ahead! 
 
Sincerely, 
M. Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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APPENDIX S 
 
ROUND 2 ELECTRONIC SURVEY RETURN/REPAIR NOTICE 
 
Good Day Delphi Panelist, 
 
Thanks so much for your prompt attention to the Round 2 survey.  Your completed 
survey arrived and has been processed.   
 
It has come to my attention that there are two skills/competencies in your electronic 
survey that did not provide you a rating opportunity.  I have listed them below.  There is 
a simple way to correct this.  Please click now to REPLY to this email.  From there you 
can assign a rating to those skills/competencies by typing your desired rating number at 
the end of each.  You may then simply click on SEND to return it to me.  Your choice 
continues to be based on the rating scale outlined in the survey document. As a 
convenience I have provided it as follows:   
 
5 = Extremely Important 
4 = Very Important 
3 = Important 
2 = Somewhat Important 
1 = Not Important 
 
Client Personal Hygiene/PERFORMING Grooming, Dressing, etc.   
 
Care and Safety Issues for the Memory Impaired i.e. Dementia, Alzheimers 
 
 
Thank you for your assistance in this matter.  I apologize for any inconvenience it may 
have caused.  
 
Sincerely, 
Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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APPENDIX T 
 
ROUND 2 REMINDER LETTER/ELECTRONIC SURVEY DOCUMENT 
COMPLETION 
 
Good Day Delphi Panelist, 
 
As a quick reminder, the Round 2 Survey was electronically sent to you on December 
17th.   However, I have not received your completed survey.  I let you know this in case 
there has been a transmission problem or it is just simply an oversight.   
 
Please know that your time and expertise serve an important function within this study 
and I really would appreciate your response.  As you might expect, there are several 
steps involved with this process and soon I must proceed on to the next step.  In 
addition, participation in Round 3 requires your completion of the Round 2 survey. 
Therefore, if I don’t receive your completed survey by January 8, your input cannot be 
included and your participation in this research project will end.  
 
For your convenience, I have attached your copy of the survey for you to complete and 
return.  As always, if you have any questions or concerns about this research, please let 
me know so that I might address those issues.  You can reach me through the contact 
information listed below. 
 
Thank you so much for your consideration in this matter.  I hope to hear from you soon. 
 
Sincerely, 
Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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APPENDIX U 
 
ROUND 3 ELECTRONIC SURVEY DOCUMENT 
 
 
 
As you begin this third and final round of the survey, I thank you again for your 
assistance with this project.  Once again, I will ask you to keep in mind the spirit of the 
survey statement as listed below.  If your rating is more than one point above or below 
the group median, it has been marked by an asterisk.  A rating listed as 0 indicates that 
no rating was registered in your Round 2 Survey.  No median or individual rating 
indicates that it is a new skill resulting from the Round 2 Survey which will also require 
your attention.  I ask that you either change your ratings marked by an asterisk to within 
one rating point of the group median or state your reason for leaving it as it is.  As a 
reminder, this is your final opportunity to add any new skills/competencies.  Continue 
to use the following scale to rate the skills/competencies indicated by an asterisk. 
 
5=Extremely Important, 
                                                    4=Very Important, 
                                                    3=Important, 
 2=Somewhat Important, 
                                                    1=Not Important 
 
The shaded space following each section of skills and competencies is to provide you a 
final opportunity to write in any others you feel should be included.  As before, you 
may add as many as you wish by separating them with a hyphen (-).  (Example: job 
seeking – interviewing - etc.) Once you have completed the survey, please save your 
changes and return as an email attachment to mdix1@lsu.edu  at your earliest 
convenience. Upon receipt of the Round 3 survey from all participants, the results will 
be tabulated and a summary sent to you at the earliest opportunity. 
 
 
Survey Statement: The types of skills and/or competencies needed by a caregiving 
paraprofessional to provide effective and efficient in-home non-medical (non-
invasive or non-sterile) caregiving includes a working understanding of …  
 
 
Caregiver Job Skills 
Your 
Rating  
Group 
Median 
New 
Rating 
Reason  
For No 
Change 
 
Personal Care and Safety 
    
Proper Body Mechanics for Client  4.5 Rating Choice       
Proper Body Mechanics for Caregiver  5 Rating Choice       
Client Personal Hygiene/ASSISTING 
with Grooming, Dressing, etc. 
 5 Rating Choice       
Client Personal  4.5 Rating Choice       
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Hygiene/PERFORMING Grooming, 
Dressing, etc. 
Monitoring Vital Signs  3 Rating Choice       
CPR   3 Rating Choice       
First Aid Procedures  3.5 Rating Choice       
Use and Care of Adaptive/Assistive 
Equipment i.e. Glucometer, Hearing 
Aids, DME, Dentures, Eyeglasses, etc. 
 4 Rating Choice       
Medication Awareness  4.5 Rating Choice       
Medication Assistance/REMINDING 
Client to take meds 
 5 Rating Choice       
Medication Assistance/GIVING Client 
Meds, Drawing Insulin, etc. 
 2 Rating Choice       
Nonsterile Dressing Techniques  3 Rating Choice       
Arranging Appointments  3.5 Rating Choice       
Apparel Selection  3 Rating Choice       
Community Resources  3 Rating Choice       
Observing Skin Integrity  4.5 Rating Choice       
Awareness of Physical and Mental 
Status Changes 
 5 Rating Choice       
Normal Aging Process Awareness  4 Rating Choice       
Understanding and Awareness of the 
Memory Impaired  i.e. Dementia, 
Alzheimers 
 5 Rating Choice       
Care and Safety Issues for the Memory 
Impaired i.e. Dementia, Alzheimers  
 5 Rating Choice       
General Information and Health Issues 
re: Varied Populations i.e. MRDD, 
Disabilities/Impairment, etc. 
 3 Rating Choice       
Turning and Body Positioning of Bed 
Bound Clients 
 5 Rating Choice       
Oxygen Therapy i.e. 
cleaning/connecting nebulizers, reading 
O2 tanks levels of output, etc.        
 3 Rating Choice       
Awareness of Mental Health 
Issues/Recognizing Problems 
 4 Rating Choice       
Caring for the Terminally Ill  4 Rating Choice       
Personal Safety Issues for Client and 
Caregiver including but not limited to 
Resistive/Uncooperative Clients 
 5 Rating Choice       
Working with Client Disability and 
Illness 
 5 Rating Choice       
Working with a Family Caregiver  4.5 Rating Choice       
Recognition and Awareness of 
Substance Abuse and Addiction 
 4 Rating Choice       
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Range of Motion Exercises  3.5 Rating Choice       
General Knowledge of Fire Safety, 
Natural Disaster Awareness, Carbon 
Monoxide Safety, Inclement Weather 
 4 Rating Choice       
Advance Directives  3 Rating Choice       
Recognizing and Reporting Signs of 
Family Violence, Abuse and Neglect 
 4 Rating Choice       
Bladder Health and Incontinence 
Management 
 4 Rating Choice       
          
 
Sanitation and Infection Control 
    
Handwashing  5 Rating Choice       
Storage and Disposal of Contaminated 
Items 
 5 Rating Choice       
Isolation Techniques/Precautions with 
Communicable Conditions ex. MRSA,  
TB, VRE, etc. 
 4 Rating Choice       
Importance of  a Clean Environment  5 Rating Choice       
Cleaning Techniques for Bathroom, 
Kitchen, Bedroom and Living Areas 
 4 Rating Choice       
Laundering Techniques  3 Rating Choice       
Safe and Proper Use of Household 
Chemicals 
 4 Rating Choice       
Safe Storage Methods for Food and 
Chemicals 
 4 Rating Choice       
Infectious Diseases  4 Rating Choice       
Infection Control/Universal Precautions  5 Rating Choice       
Proper Storage and Disposal of Medical 
Waste i.e. sharps containers 
 5 Rating Choice       
Decubitus Ulcer Care  3 Rating Choice       
          
Living Environment and Home 
Management 
    
General Home Maintenance  3 Rating Choice       
Identification of Hazard and Alternatives 
for Resolution/General Home Safety 
Guidelines 
 3.5 Rating Choice       
Coordination of Scheduled Maintenance  2.5 Rating Choice       
Locating Maintenance Assistance  3 Rating Choice       
General Shopping  3.5 Rating Choice       
Grocery Shopping  4 Rating Choice       
Comparative Shopping  3 Rating Choice       
Budgeting INCLUDING management 
and financial or investment decisions 
 1.5 Rating Choice       
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Budgeting EXCLUDING  management 
and financial or investment decisions 
 3 Rating Choice       
Assistance with Bill Paying 
INCLUDING Handling of Client Funds 
i.e. making deposits, writing checks, etc. 
 2 Rating Choice       
Assistance with Bill Paying 
EXCLUDING Handling of Client Funds 
i.e. mailing/delivering bills prepared  
by the client 
 3 Rating Choice       
Assistance with Client Funds 
INVOLVING Management or Fiduciary 
Responsibilities 
 1 Rating Choice       
Organization Techniques  3 Rating Choice       
Sewing Assistance  2 Rating Choice       
Banking/Money Management Skills  2 Rating Choice       
Basic Legal Terminology and Issues  2 Rating Choice       
Pet Care  2.5 Rating Choice       
Pest Control  3 Rating Choice       
Gardening Assistance  2 Rating Choice       
Medicare/Medicaid/Benefits Expertise   Rating Choice       
           
 
 
Nutrition and Food Preparation 
    
Meal Planning  4 Rating Choice       
Modified Diets  4 Rating Choice       
Portion Control  4 Rating Choice       
Basic Food Preparation  4 Rating Choice       
Food Serving Procedures  4 Rating Choice       
Food Storage, Identification and Clean-
up 
 4.5 Rating Choice       
Importance/Monitoring of Fluid Intake  4 Rating Choice       
Basic Nutrition  4 Rating Choice       
Feeding a Client  4 Rating Choice       
Food Safety ex. Maintaining Proper 
Temperatures 
 4 Rating Choice       
Ethnic Meal Preparation  3 Rating Choice       
          
 
Personal and Professional 
Communications 
    
Spoken Communications  5 Rating Choice       
Medical Terminology (includes working 
knowledge of medical ancillaries, 
managed care and other entities   
 3 Rating Choice       
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providing such care) 
Client Communication Assistance  4.5 Rating Choice       
Telephone Manners and Appropriate  
Telephone Technique 
 4 Rating Choice       
Communication with Families and  
Involved Professionals 
 5 Rating Choice       
Communicating with Difficult Clients 
i.e. Memory Deficit, Stroke Clients, etc. 
 5 Rating Choice       
Nonverbal Communication  5 Rating Choice       
Communicating with 
Hearing/Speech/Vision Impaired Clients 
 5 Rating Choice       
Appropriate use of Health History and 
Protected Health Information 
 4 Rating Choice       
Awareness of Symptoms and Courses of 
Acute and Chronic Adult Illness ex. 
Heart disease, Cancer, Stroke, Diabetes, 
Lung Disease 
 4 Rating Choice       
          
 
Transportation and Recreational  
Activities 
    
Assisting To and From a Vehicle  4.5 Rating Choice       
Providing Transportation  3 Rating Choice       
Arranging for Transportation  3 Rating Choice       
Community Leisure Activities  3 Rating Choice       
Homebound Activities (includes but not 
limited to physical activities) 
 4 Rating Choice       
Creative/Stimulating/Appropriate 
Activities 
 4 Rating Choice       
Companionship Conversation  5 Rating Choice       
Basic Card Games/Puzzles/Rules ex. 
Pinochle, Cribbage 
 3 Rating Choice       
Effective Reminiscing  3 Rating Choice       
Defensive Driving  3.5 Rating Choice       
          
 
Industry Orientation/ 
Employability/Ethics 
 
    
Job Seeking  3 Rating Choice       
Interviewing  3.5 Rating Choice       
Wage Schedules  3 Rating Choice       
Employment Opportunities  3 Rating Choice       
Working Conditions  3 Rating Choice       
Employment Responsibilities (for both   4 Rating Choice       
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employer and employee) 
Professional Behavior, Grooming and 
Dress 
 5 Rating Choice       
Communication and Interpersonal Skills  5 Rating Choice       
Ethical Behavior and Treatment 
(includes but not limited to client/patient 
rights) 
 5 Rating Choice       
Time Management  4 Rating Choice       
Telephone Skills (includes but not 
limited to timely receipt/response to 
calls; timely, accurate and appropriate 
reporting to supervisor) 
 4 Rating Choice       
Anger Management  5 Rating Choice       
Coping Skills  4.5 Rating Choice       
Stress Management  4.5 Rating Choice       
Benefits and Sources of Continuing 
Education 
 3.5 Rating Choice       
Decision Making and Problem Solving  4 Rating Choice       
Distinguishing Difference Between 
Being  
Employee vs. Friend to Client 
 4.5 Rating Choice       
Working with the Supervisor to Resolve  
Issues/Concerns 
 5 Rating Choice       
Values Clarification ex. Nonjudgmental  4 Rating Choice       
Taking Initiative  4 Rating Choice       
Sexual Harassment  4 Rating Choice       
Basic Etiquette in dealing with varied  
populations/health conditions 
 4 Rating Choice       
Appropriate use of Support, Cooperation 
with Peers, Guidance from Supervisor 
 4 Rating Choice       
Insurance ex. vehicle, workers 
compensation, liability, etc. 
 4 Rating Choice       
Bond  3.5 Rating Choice       
Scope of Service  5 Rating Choice       
Being a Friend to the Client Without 
Compromising Expectations as an 
Employee 
  Rating Choice       
          
 
Skills/Competencies Significant to 
Multiple Areas of Non-medical  
In-home Caregiving 
 
    
Confidentiality Issues and Training also 
including HIPAA and Privacy Laws 
 5 Rating Choice       
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Observation/Documentation/Reporting 
of  
Incidents or Concerns 
 5 Rating Choice       
Setting and Maintaining Appropriate 
Boundaries with Clients in a 
Professional Manner 
 5 Rating Choice       
Emergency/Incident Response 
Procedures  
and Protocol 
 5 Rating Choice       
Cultural/Ethnic and Spiritual/Religious  
Awareness and Sensitivity 
 4 Rating Choice       
Proper Transfer Assistance Techniques 
and Understanding  to 
Monitor/Assist/Support all transfers as 
needed 
 5 Rating Choice       
          
Thanks again for all your help throughout this study!  You will be receiving the 
results very soon.  But before you go, now I would appreciate it if you would take a 
little additional time and give me some information about your professional 
profile.  Thanks in advance for answering the following questions. 
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APPENDIX V 
 
ROUND 3 U. S. MAIL SURVEY DOCUMENT 
 
As you begin this third and final round of the survey, I thank you again for your 
assistance with this project.  Once again, I will ask you to keep in mind the spirit of the 
survey statement as listed below.  This survey document allows to you to alter your 
prior rating if it is more than one point removed from the group median.  Such ratings 
have been marked by an asterisk.  I ask that you either change your rating to within one 
rating point of the group median or defend your reason for leaving it as it is.  No median 
or individual rating indicates that it is a new skill resulting from the Round 2 Survey 
which will also require your attention. As a reminder, this is your final opportunity to 
add any new skills/competencies. 
 
5=Extremely Important, 
                                                    4=Very Important, 
                                                    3=Important, 
 2=Somewhat Important, 
                                                    1=Not Important 
 
Simply write in your number choice from the above list in the column titled New 
Rating.  The blank space following each section of skills and competencies is to provide 
you the continued opportunity to write in any others you feel should be included.  As 
before, you may add as many as you wish by separating them with a hyphen (-).  
(Example: job seeking – interviewing - etc.)Again, if extra room is required, please 
continue listing your suggested skills/competencies on the back of this survey.  Be sure 
to recognize the category section you intend to be associated with your additional 
recommended skills/competencies.  Once you have completed the survey, please return 
it at your earliest convenience in the enclosed self addressed stamped envelope. Upon 
receipt of the Round 3 documents from all participants, the results will be tabulated and 
a summary sent to you. 
 
 
 
Survey Statement: The types of skills and/or competencies needed by a caregiving 
paraprofessional to provide effective and efficient in-home non-medical (non-
invasive or non-sterile) caregiving includes a working understanding of …  
 
 
Caregiver Job Skills 
Your 
Rating  
Group 
Median 
New 
Rating 
Reason  
For No 
Change 
 
Personal Care and Safety 
    
Proper Body Mechanics for Client  4.5        
Proper Body Mechanics for Caregiver  5        
Client Personal Hygiene/ASSISTING with  5        
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Grooming, Dressing, etc. 
Client Personal Hygiene/PERFORMING 
Grooming, Dressing, etc. 
 4.5        
Monitoring Vital Signs  3        
CPR   3        
First Aid Procedures  3.5        
Use and Care of Adaptive/Assistive 
Equipment i.e. Glucometer, Hearing Aids, 
DME, Dentures, Eyeglasses, etc. 
 4        
Medication Awareness  4.5        
Medication Assistance/REMINDING Client to 
take meds 
 5        
Medication Assistance/GIVING Client Meds, 
Drawing Insulin, etc. 
 2        
Nonsterile Dressing Techniques  3        
Arranging Appointments  3.5        
Apparel Selection  3        
Community Resources  3        
Observing Skin Integrity  4.5        
Awareness of Physical and Mental Status 
Changes 
 5        
Normal Aging Process Awareness  4        
Understanding and Awareness of the Memory 
Impaired  i.e. Dementia, Alzheimers 
 5        
Care and Safety Issues for the Memory 
Impaired i.e. Dementia, Alzheimers  
 5        
General Information and Health Issues re: 
Varied Populations i.e. MRDD, 
Disabilities/Impairment, etc. 
 3        
Turning and Body Positioning of Bed Bound 
Clients 
 5        
Oxygen Therapy i.e. cleaning/connecting 
nebulizers, reading O2 tanks levels of output, 
etc.        
 3        
Awareness of Mental Health 
Issues/Recognizing Problems 
 4        
Caring for the Terminally Ill  4        
Personal Safety Issues for Client and 
Caregiver including but not limited to 
Resistive/Uncooperative Clients 
 5        
Working with Client Disability and Illness  5        
Working with a Family Caregiver  4.5        
Recognition and Awareness of Substance 
Abuse and Addiction 
 4        
Range of Motion Exercises  3.5        
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General Knowledge of Fire Safety, Natural 
Disaster Awareness, Carbon Monoxide Safety, 
Inclement Weather 
 4        
Advance Directives  3        
Recognizing and Reporting Signs of Family 
Violence, Abuse and Neglect 
 4        
Bladder Health and Incontinence Management  4        
          
 
Sanitation and Infection Control 
    
Handwashing  5        
Storage and Disposal of Contaminated Items  5        
Isolation Techniques/Precautions with 
Communicable Conditions ex. MRSA,  
TB, VRE, etc. 
 4        
Importance of  a Clean Environment  5        
Cleaning Techniques for Bathroom, Kitchen, 
Bedroom and Living Areas 
 4        
Laundering Techniques  3        
Safe and Proper Use of Household Chemicals  4        
Safe Storage Methods for Food and Chemicals  4        
Infectious Diseases  4        
Infection Control/Universal Precautions  5        
Proper Storage and Disposal of Medical Waste 
i.e. sharps containers 
 5        
Decubitus Ulcer Care  3        
          
Living Environment and Home 
Management 
    
General Home Maintenance  3        
Identification of Hazard and Alternatives for 
Resolution/General Home Safety Guidelines 
 3.5        
Coordination of Scheduled Maintenance  2.5        
Locating Maintenance Assistance  3        
General Shopping  3.5        
Grocery Shopping  4        
Comparative Shopping  3        
Budgeting INCLUDING management and 
financial or investment decisions 
 1.5        
Budgeting EXCLUDING  management and 
financial or investment decisions 
 3        
Assistance with Bill Paying INCLUDING 
Handling of Client Funds i.e. making deposits, 
writing checks, etc. 
 2        
Assistance with Bill Paying EXCLUDING  3        
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Handling of Client Funds i.e. 
mailing/delivering bills prepared  
by the client 
Assistance with Client Funds INVOLVING 
Management or Fiduciary Responsibilities 
 1        
Organization Techniques  3        
Sewing Assistance  2        
Banking/Money Management Skills  2        
Basic Legal Terminology and Issues  2        
Pet Care  2.5        
Pest Control  3        
Gardening Assistance  2        
Medicare/Medicaid/Benefits Expertise          
           
 
 
Nutrition and Food Preparation 
    
Meal Planning  4        
Modified Diets  4        
Portion Control  4        
Basic Food Preparation  4        
Food Serving Procedures  4        
Food Storage, Identification and Clean-up  4.5        
Importance/Monitoring of Fluid Intake  4        
Basic Nutrition  4        
Feeding a Client  4        
Food Safety ex. Maintaining Proper 
Temperatures 
 4        
Ethnic Meal Preparation  3        
          
 
Personal and Professional Communications 
 
    
Spoken Communications  5        
Medical Terminology (includes working 
knowledge of medical ancillaries, managed 
care and other entities   
providing such care) 
 3        
Client Communication Assistance  4.5        
Telephone Manners and Appropriate  
Telephone Technique 
 4        
Communication with Families and  
Involved Professionals 
 5        
Communicating with Difficult Clients i.e. 
Memory Deficit, Stroke Clients, etc. 
 5        
 179 
Nonverbal Communication  5        
Communicating with Hearing/Speech/Vision 
Impaired Clients 
 5        
Appropriate use of Health History and 
Protected Health Information 
 4        
Awareness of Symptoms and Courses of Acute 
and Chronic Adult Illness ex. Heart disease, 
Cancer, Stroke, Diabetes, Lung Disease 
 4        
          
 
Transportation and Recreational  
Activities 
    
Assisting To and From a Vehicle  4.5        
Providing Transportation  3        
Arranging for Transportation  3        
Community Leisure Activities  3        
Homebound Activities (includes but not 
limited to physical activities) 
 4        
Creative/Stimulating/Appropriate Activities  4        
Companionship Conversation  5        
Basic Card Games/Puzzles/Rules ex. Pinochle, 
Cribbage 
 3        
Effective Reminiscing  3        
Defensive Driving  3.5        
          
 
Industry Orientation/ Employability/Ethics 
 
    
Job Seeking  3        
Interviewing  3.5        
Wage Schedules  3        
Employment Opportunities  3        
Working Conditions  3        
Employment Responsibilities (for both  
employer and employee) 
 4        
Professional Behavior, Grooming and Dress  5        
Communication and Interpersonal Skills  5        
Ethical Behavior and Treatment (includes but 
not limited to client/patient rights) 
 5        
Time Management  4        
Telephone Skills (includes but not limited to 
timely receipt/response to calls; timely, 
accurate and appropriate reporting to 
supervisor) 
 4        
Anger Management  5        
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Coping Skills  4.5        
Stress Management  4.5        
Benefits and Sources of Continuing Education  3.5        
Decision Making and Problem Solving  4        
Distinguishing Difference Between Being  
Employee vs. Friend to Client 
 4.5        
Working with the Supervisor to Resolve  
Issues/Concerns 
 5        
Values Clarification ex. Nonjudgmental  4        
Taking Initiative  4        
Sexual Harassment  4        
Basic Etiquette in dealing with varied  
populations/health conditions 
 4        
Appropriate use of Support, Cooperation with 
Peers, Guidance from Supervisor 
 4        
Insurance ex. vehicle, workers compensation, 
liability, etc. 
 4        
Bond  3.5        
Scope of Service  5        
Being a Friend to the Client Without 
Compromising Expectations as an Employee 
         
          
 
Skills/Competencies Significant to 
Multiple Areas of Non-medical  
In-home Caregiving 
 
    
Confidentiality Issues and Training also 
including HIPAA and Privacy Laws 
 5        
Observation/Documentation/Reporting of  
Incidents or Concerns 
 5        
Setting and Maintaining Appropriate 
Boundaries with Clients in a Professional 
Manner 
 5        
Emergency/Incident Response Procedures  
and Protocol 
 5        
Cultural/Ethnic and Spiritual/Religious  
Awareness and Sensitivity 
 4        
Proper Transfer Assistance Techniques and 
Understanding  to Monitor/Assist/Support all 
transfers as needed 
 5        
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Thanks again for all your help throughout this study!  You will be receiving the 
results very soon.  But before you go, now I would appreciate it if you would take a 
little additional time and give me some information about your professional 
profile.  Thanks in advance for answering the following questions. 
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APPENDIX W 
 
ROUND 3 LETTER FOR ELECTRONIC AND U. S. MAIL PARTICIPANTS 
 
(Date and Address for U. S. Mail Participants) 
Dear Delphi Panelist, 
 
We are now on the home stretch!  Thanks to your dedicated efforts I have some 
preliminary results to share with you.  Your responses to Round 2 have been compiled 
and are presented to you in the Round 3 survey document.  Here you will find your 
individual rating for each skill as it compares to the group median. 
   
Your final task will be to review your rating for each of the previously mentioned job 
skills/competencies that fall more than1 rating point above or below the group median.  
Those skills requiring your attention are noted with an asterisk.  You are asked to 
reconsider those scores and either change your rating to within 1 point of the group 
median or defend your reason to keep the ranking you wish to maintain.  The goal is for 
a 51% group consensus level.  Any new skills and competencies introduced in Round 2 
will require a rating as well. 
 
Once all responses have been received from this final document, they will be tabulated 
and a summary will be sent to you.  In an effort to complete this study in a timely 
fashion, you are once again requested to return your responses by email attachment at 
your earliest convenience.  Again, should you have questions, don’t hesitate to contact 
me through the information listed below.  
 
Thank you again for your dedication to the completion of this study.  I look forward to 
reporting the results at the earliest possible opportunity. 
 
Sincerely, 
M. Lynn Dix  
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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APPENDIX X 
 
ROUND 3 REMINDER LETTER FOR ELECTRONIC AND U. S. MAIL 
PARTICIPANTS 
 
(Date and Address for U. S. Mail Participants) 
Dear Delphi Panelist, 
 
As a quick reminder, the Round 3 Survey was electronically sent to you on January 15th.   
However, I have not received your completed survey.  I let you know this in case there 
has been a transmission problem or it is just simply an oversight.  Thank you again for 
your dedication to this study.  It has been your loyalty to this research effort that has 
brought it to this stage of completion.  However, I ask for your continued dedication in 
order to reach a successful conclusion. 
 
Within this research project your final task is to review your individual rating for each 
of the job skills/competencies that fall more than1 rating point above or below the group 
median.  Those skills requiring your attention are noted with an asterisk.  You are asked 
to reconsider those scores and either change your rating to within 1 point of the group 
median or defend your reason to keep the ranking you wish to maintain.  The goal is for 
a 51% group consensus level.  You will find two new skills and competencies 
introduced in Round 2 that will require a rating as well. 
 
Data analysis will begin on the Round 3 surveys once all responses have been received.  
Those results will then be compiled into a summary and sent to you at the earliest 
opportunity.  In an effort to bring this research to completion, you are once again 
requested to return your responses (by email attachment/in the enclosed self-
addressed, stamped envelope) at your earliest convenience.   
 
For your convenience, I have attached your copy of the survey for you to complete and 
return.  As always, if you have any questions or concerns about this research, please let 
me know so that I might address those issues.  You can reach me through the contact 
information listed below. 
 
Thank you so much for your consideration in this matter.  I look forward to hearing 
from you soon. 
 
Sincerely, 
Lynn Dix 
Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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APPENDIX Y 
 
ROUND 3 SURVEY RETURNED WITHOUT PROBLEM 
 
Good Day Delphi Panelist, 
 
Thanks so much for your prompt attention to the Final Survey.  Your completed survey 
arrived.  When the remainder of the completed surveys have been returned and 
processed, a summary of the results will be prepared and sent to you.   
 
Thank you again for your time and effort with this project.  I look forward to sharing the 
results at the earliest opportunity.   
 
Sincerely, 
Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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APPENDIX Z 
 
FINAL THANK YOU LETTER 
 
Good Day Delphi Panelist, 
 
Please accept this note as my thanks for your assistance with my caregiver research 
project.  Your efforts with this study helped to create a most complete listing of non-
medical caregiving skills and competencies.    
  
As a vital and busy person in the caregiving industry, I know both your personal and 
professional demands during this research period have certainly been many.  Please 
know that your time and efforts with this study are very much appreciated. 
 
Once this research and the resulting final preparations are complete, I will send you a 
link to the final document.  As always, if you have any questions or concerns about this 
research, you can reach me through the contact information listed below. 
 
Thanks again for your participation.  I wish you continued success in your important 
role within the caregiving industry!  
 
Sincerely, 
Lynn Dix 
LSU Doctoral Candidate 
703 Patrick Road 
Natchitoches, LA  71457 
318-352-8889 
mdix1@lsu.edu 
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APPENDIX AA 
 
ROUND 1 PANELIST COMMENTS BY SKILL/COMPETENCY CATEGORY 
 
Personal Care and Safety 
1. Any other assistance needed by the individual 
2. Community resources is a social work function and the knowledge base is too 
large for this training. 
3. CPR and vital signs is more of a medical model of care. 
4. They should have an awareness but not necessarily training. 
5. Client Hygiene, etc…the individual must be aware of their role in supporting 
these ADL’s but performing them as this may take them into a personal or 
custodial level of care. – First Aid Procedures but not necessary CPR. –
Medication Assistance only at the level of reminding the care recipient it is time 
for medication.  No handling of meds or needles. 
Sanitation and Infection Control 
1. Any other assistance needed by the individual 
2. Several of the items in this section are part of Universal Health 
Precautions/infectioncontrol. 
Living Environment and Home Management  
1. Any other assistance needed by the individual 
2. While shopping and budgeting/money management topics are important- 
assistance from a Direct Support Worker (DSW) is individually determined.  
Once a need is established (via the annual CPOC) the DSW should receive 
specialized training/support from management.  The key is to avoid giving the 
message that DSW are routinely responsible for these activities…(same is true for 
cleaning and laundering in the previous section) 
3. Big no’s on assisting with bill-paying and banking/$$ mgmt skills 
4. Assistance with bill paying –only mailing bills or delivering.  Should have limited 
involvement with the care recipients money. 
Nutrition and Food Preparation 
1. Any other assistance needed by the individual 
2. See the comment above for the unchecked items 
Personal and Professional Communications 
1. Any other assistance needed by the individual 
Transportation and Recreational Activities 
1. Any other assistance needed by the individual 
Industry Orientation/Employability/Ethics 
1. Any other assistance needed by the individual 
Overall Comments 
1. I intended to mark most of the items on that page.  I noticed the instrument worked 
correctly this time, although I miss the “opportunity” I had to editorialize.  I thought that 
would be better rather than avoiding checking but placing the item as an addition with 
slightly different wording.  That was my intent.  I did not choose “employment 
opportunities” because I did not understand it.  If another responder does not speak to that 
point, I certainly would like to.  I just don’t see your intent.  
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APPENDIX BB 
 
 
ROUND 2 PANELIST COMMENTS AND CORRESPONDENCE 
 
 
 
Participant Comment 
I know that I finished it and thought that I sent it. Sorry., I have many of concern about 
specific questions but I do not know how to answer them. It seems to me that many of 
the skills are not appropriate for the personal care attendant level of services. In many 
cases the tasks should only be done by a professional such as a nurse or social worker. 
The responses provided do not allow for the respondent to state that the task is totally 
out of the scope of practice for the PCA. I would be happy to speak with you over the 
phone. 
 
Participant Comment 
I was not able to enter anything other than ratings on this form...A couple comments for 
your consideration.  First, rating these items is almost entirely dependent on the needs 
and abilities, and physical local that the services are being performed.  As a result, it is 
not possible for me to provide a rating that I felt comfortable with for most items.    For 
example, if the worker was supporting a person with a medical issue, some items would 
be rated high- while if the person was supporting a relatively healthy person with a 
cognitive disability the medical-related items would be rated low- but items related to 
promoting independence and participation in the community, etc. would be rated high... 
Second, I'm sure that you are aware that many items were redundant.  I did not check 
myself for internal consistency- but I found it a bit distracting to see the same items 
appear over and over, worded slightly differently. 
I believe that you should have eliminated the redundancy before asking raters to 
complete this form.  Also, I believe it would have been far more useful if you had 
provided descriptions or vignettes of various potential "consumers"- on which to base 
the ratings... 
I am attaching my ratings per your request, but feel that they do not truly reflect my 
perspectives about what is important- as I have nothing to tie the ratings to-  
Hope this is helpful- 
 
Participant Comment/Question 
Hi Lynn, I am trying to rate the 2nd survey and have some questions. Several of the 
items noted are illegal for any unlicensed paraprofessional to do in Ohio. We also have 
area service specifications that prohibit some of these tasks. (administering meds, 
decubitis care, advising on financial or legal issues/decisions.) I would rate them 1 
based on that but for others who can offer these services it would be very important to 
have extensive training in these areas before you could allow an aide to offer the 
services. I am unclear how you want me to respond, based on my Ohio experience or 
looking at it more globally? Thanks and Happy Holidays! 
 
 188 
Researcher Response 
     Thank you for your note.  I truly appreciate your obvious dedication to this research. 
In addressing your question I can't tell you specifically to answer one way or the other.  
The best answer I can give is to ask you to consider what you envision the non-medical 
in-home caregiving skill needs will be in the future in addition to what they are today.  
In a sense, this research is asking you to document not only current training needs but to 
forecast what future caregiving skills you believe are going to be in demand based on 
your experience and the trends you see unfolding within the industry. You mention 
unlicensed paraprofessionals but does this apply to licensed paraprofessionals as well? 
     Also, please know that all comments and questions such as yours are being 
documented for inclusion with this research.  This adds further clarification to this 
research as well as helping to direct future research topics.  Therefore, any similar 
comments you wish to attach to your completed Round 2 survey are welcome and will 
also be recognized. 
     I hope this helps.  However, please let me know if you still feel uncomfortable in 
completing your Round 2 survey.  Or if you prefer that I call and talk to you, just let me 
know the time and preferred location to call and I will be happy to do that as well. 
     Thanks again for your assistance with this project.  I wish you the very best of 
holidays and look forward to hearing from you. 
Participant Comment to Response 
     Thanks, Lynn this does help. Ohio currently has no requirements for in-home 
paraprofessional caregivers but nursing facilities do require state tested nursing 
assistants.  Ohio is in the process of developing certification for in-home caregivers but 
it is a year or two off. Some of the tasks I had difficulty with can only be done by an RN 
or an LPN under the direction of an RN in OH at this time. 
 
Participant Comment 
     Please find my responses to round 2 attached.   For the two items that had 
no pull down response menu, please find my rankings included at the bottom of that 
category.  
     One caveat on my response is that I am looking at the hypothetical position of 
caregiving paraprofessional through the lenses of my regulatory and insurance 
environment.   The main reason I ranked some items much lower than the others is that 
the skill area indicated is required to be provided by a licensed individual.   Those 
performing such services in Ohio without appropriate licensure may suffer legal 
sanctions and/or inability to obtain insurance.    In a nutshell, these areas include hands-
on personal care...particularly intimate hygiene, giving meds, O2 therapy, possibly 
isolation techniques, decubitus ulcer care, investments, writing checks, fiduciary 
responsibilities, feeding a client and provision of transportation with one's own car.  
     The last item I rated lowly (being a friend vs. being an employee) because I would 
like to see the converse and would rate it a 5- "Being a friend to the client without 
compromising expectations as employee."  
     Again I offer this with the statement that I think the most important > training a 
person can receive is that training that is specific to the > person with whom they are 
working. 
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Participant Comment 
Lynn, As I noted in a previous email, a number of items listed in the survey are illegal 
for anyone other than an RN or LPN under direction of an RN to perform in Ohio. With 
the RN shortage  of now and the future, I assume this will change but depends on the 
health care lobby. There seem to be some items that are actually bordering on medical 
care on this listing. Also, there is so much on this listing that I do not think it is feasible 
to train any one person in all these areas and assume they will maintain an expertise in 
it, especially when discussing legal/financial issues, medications, insurance, community 
resources. Maybe what they need to know is how to access this information rather than 
being proficient in all areas as a personal caregiver. Or maybe caregivers could receive 
training in an particular area of interest or a particular skill set.  Currently, this group of 
caregivers in OH does not make enough in hourly wages to go through this extensive 
period of training to acquire all these skills and knowledge. Also, one of the things we 
are doing is to go over diagnosis (COPD, Parkinsons, CHF etc.) globally and when they 
have a cleint with a specific DX we provide more info on the disease. 
     Also, Performing grooming( section 1) would not allow me to enter 5= Very 
Important. 
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APPENDIX CC 
 
ROUND 3 PANELIST COMMENTS BY SKILL/COMPETENCY AND 
CATEGORY 
 
Caregiver Job Skills 
 
Personal Care and Safety 
Proper Body Mechanics for Client 
1. Teaching activity requires assessment of client 
Proper Body Mechanics for Caregiver – No Comments 
Client Personal Hygiene/ASSISTING with Grooming, Dressing, etc. 
1. I see “assisting to mean taking direction from client; therefore I will mark 4 not 
5. 
Client Personal Hygiene/PERFORMING Grooming, Dressing, etc. 
1. Performing ADL’s borders on custodial care. 
2. This is a common sense area – by elevating it to a “training topic” you nay give 
the message that employees are to function as custodial care providers. 
Monitoring Vital Signs 
1. I have never felt that vital signs are a necessary task for a paraprofessional 
except on a specific case. 
2. Monitoring vital signs should be done by a health professional not a caregiver. 
3. We are non-medical and not licensed by the state to provide medical care.  By 
doing so would create a huge unwanted liability. 
4. Critical to the health and safety of people with severe disabilities. 
CPR  
1. CPR is something that could benefit everyone, it is not a disability specific need. 
2. Same as Monitoring Vital Signs 3. above 
3. Critical for support of people with severe disabilities. 
First Aid Procedures 
1. See CPR 1. above. 
2. Being that we are non-medical I would want the caregiver to do only basic first 
aid.  Anything beyond a Band-aid should be cared for by a medical professional 
3. Need to be able to assess correctly and take appropriate, timely action reporting. 
4. Critical for the support of people with severe disabilities. 
Use and Care of Adaptive/Assistive Equipment i.e. Glucometer, Hearing Aids, DME, 
Dentures, Eyeglasses, etc. 
1. Not everyone who needs LTC will use adaptive equipment. 
2. Use = teaching, Care = learning 
Medication Awareness 
1. It’s somewhat important in the sense that a caregiver should know when to call 
for medical help.  We would never want our caregiver to be in a position to 
make decisions. 
2. Teaching is not for unlicensed personnel. 
3. This is a difficult question.  This is a non-medical caregiver.  I have mixed 
feelings on how to answer it.  I don’t think that the non-medical caregiver 
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requires a medical understanding of meds, however, I did boost my answer up 
one point.  Identifying what might be a drug interaction, followed by a change in 
condition in the client are extremely important. 
4. Illegal in  OH but if legal, need indepth training.  This is on the line of medical 
homecare. 
Medication Assistance/REMINDING Client to take meds – No Comments 
Medication Assistance/GIVING Client Meds, Drawing Insulin, etc. 
1. Meds assist a must for our agency.  Insulin draw not permitted. 
2. Critical for the support of people with severe disabilities. 
3. This is an area that is governed by the Nurse Practice Act.  Only certified 
personnel may administer meds – so while it is a very important area; 
regulations regarding who can administer are already in place. 
Nonsterile Dressing Techniques 
1. Caregivers are not permitted to do this. 
2. Requires assessment 
3. I boosted this one point.  This would be for emergency situations.  Performing 
dressing changes on a daily or ongoing basis might be too close to custodial or 
medical care.  To have an understanding of proper handwashing and coaching a 
client through self performance of dressing techniques is appropriate. 
Arranging Appointments 
1. It’s not a highly demanded job function with our homecare clients.  Most in fact, 
make their own appts or if they are incapable, a family member is involved, 
naturally because of their concern.  When we are asked to provide this service, 
we graciously do so but I wouldn’t say it’s highly sought after. 
2. Very important to clients 
3. It depends on the appointment.  There is a big difference in making a hair 
appointment or an oil change vs a doctor’s appointment or a financial 
appointment. I did boost one point, for benign appointment scheduling. 
4. Critical for the support of people with severe disabilities. 
Apparel Selection 
1. Should be client choice. With everything the paraprofessional needs to know 
this is a low priority. 
2. Very important to client 
Community Resources 
1. Social worker task. 
2. We handle this in the office or refer to another source 
3. Quality of life of most non-elderly consumers is greatly impacted by the extent 
to which they access/participate in the community.  Since funds are limited, the 
employee’s knowledge of  and skill at accessing community resources… 
Observing Skin Integrity 
1. Again, since we are non-medical we have to be careful not to cross that line into 
the medical arena.  The caregiver should know enough to seek out the attention 
of a medical professional if it goes beyond basic first aid.  We would never want 
the caregiver to assume the role of wound care decisions. 
Awareness of Physical and Mental Status Changes 
1. The caregiver’s role is only to report the health (physical and mental) changes to 
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the agency and the closest family member.  It’s simply reporting observations.  I 
feel my rating is right where it should be.  I don’t expect the caregivers to task 
themselves with making clinical observations but they do a terrific job of 
reporting health changes.  We stress the importance of communication and feel 
that our job is to pass it on to the family members or health care professionals.  
That is where our role should end as a non-medical provider. 
Normal Aging Process Awareness – No Comments 
Understanding and Awareness of the Memory Impaired  i.e. Dementia, Alzheimers 
1. Not everyone who needs LTC will fall into this category. 
2. I will increase this because I feel if the proper understanding where a required 
part of a caregivers training then they may be less likely to “stress out’ over 
constant repetition with dementia/alzheimer’s clients. 
3. Might agree 
4. Very relevant for elderly consumers – not relevant to most non-elderly. 
Care and Safety Issues for the Memory Impaired i.e. Dementia, Alzheimers  
1. See Understanding and Awareness of the Memory Impaired, 4. above. 
General Information and Health Issues re: Varied Populations i.e. MRDD, 
Disabilities/Impairment, etc. – No Comments 
Turning and Body Positioning of Bed Bound Clients 
1. I must have misunderstood this on the previous surveys.  It’s a “5”. 
2. This requires skilled assessments. 
3. To me this is custodial care.  There is very limited lifting required of non-
medical caregivers.  Not to mention if the body mechanics are not appropriate, 
the caregiver and the client could be injured.  To place a pillow between the legs 
or readjust the angle of the bed is one thing, but to manually turn and lift is 
another. 
4. This is important – but mostly an issue in congregate care facilities. 
Oxygen Therapy i.e. cleaning/connecting nebulizers, reading O2 tanks levels of output, 
etc.       
1. Oxygen therapy is a job for a skilled agency  
2. There are certain things I never want our staff to tamper with and that is 
anything that involves decision making with regard to medical care.  Reading 
O2 tank levels actually requires interpreting and decision making which could 
actually bring about change.  This could be construed as “dispensing” by the 
rule and guidelines set forth in the Illinois State law under Medical. 
3. Oxygen is a potentially lethal drug – not appropriate for non-licensed. 
4. I see this as a medical skill and was not sure why this was on the non-medical 
listing but realize some states allow non-licensed paraprofessionals to do these 
kinds of task.  IF you are performing this task you better know exactly what you 
are doing because it is critical that connections and readings are correct, but I 
would not see this for a non-medical service provider unless they had very 
specific training in these tasks. 
5. If someone needs this type of support then it is critical that the staff be trained in 
this area. 
Awareness of Mental Health Issues/Recognizing Problems 
1. The caregiver’s role is only to report the health (physical and mental) changes to 
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the agency and the closest family member.  It’s simply reporting observations.  I 
will concede to changing my rating by one point however please understand I 
don’t expect the caregivers to task themselves with making clinical observations 
but they do a terrific job of reporting health changes.  We stress the importance 
of communication and feel that our job is to pass it on to the family members or 
health care professionals.  That is where our role should end as a non-medical 
provider. 
Caring for the Terminally Ill 
1. Not all people who need LTC are terminally ill, in fact, very few are. 
2. I must have missed this question originally.  Our care is still non-medical by 
definition however I think proper training is critical in end-of-life care. 
3. Not a high probability – except in certain congregate care facilities. 
Personal Safety Issues for Client and Caregiver including but not limited to 
Resistive/Uncooperative Clients 
1. I’ll agree it’s very important.  Perhaps a class in redirective conversational 
techniques would benefit.  I will tell you that the term “personal safety” threw 
me because if I ever felt our caregivers were in jeopardy of their safety I would 
pull them off the assignment in a split second.  So yet I feel it’s important but I 
wouldn’t allow our caregiver to be in a risk filled environment. 
Working with Client Disability and Illness 
1. Important, yes.  I will agree to raise this rating. 
Working with a Family Caregiver 
1. We haven’t encountered this situation before.  We are always the only providers 
in the household.  I agree it is important but I think we would handle it as we 
would on a shift assignment by passing appropriate and pertinent information at 
the time of the shift change. 
Recognition and Awareness of Substance Abuse and Addiction 
1. Not high on priority 
2. Important for the caregiver to be aware but unlikely with our senior clientele. 
Range of Motion Exercises 
1. My thought on this is that we can repeat whatever exercise program that the 
pt/ot has left for us in writing.  We will not, however, under any circumstances, 
a RO< program with a client on our own accord. 
2. Complex issue – requires skills and assessments. 
3. I am surprised at this discrepancy.  This is very important for bed bound clients.  
Again, if the expectation is that the caregiver will provide range of motion they 
need to know exactly what it includes and does not include.  What does ROM 
mean for a CVA client vs. a very frail older adult?  The potential for harming a 
client can only be reduced by significant training in this area.  I see this as a 
homecare risk management issue.  If you provide the service you must train for 
it. 
4. This is critical for folks with severe disabilities. 
5. This should be taught by qualified professional, on an individualized, need-
based basis.  More important to know how to encourage consumers to 
“exercise” and/or stretch, etc. as a natural part of their daily routine vs. separate 
“therapeutic Rx”. 
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General Knowledge of Fire Safety, Natural Disaster Awareness, Carbon Monoxide 
Safety, Inclement Weather – No Comments 
Advance Directives 
1. No change in my rating, understanding clients advance directives and 
implications of such, should prevent caregiver from superimposing their values 
on the end of life choice of the client. 
Recognizing and Reporting Signs of Family Violence, Abuse and Neglect – No  
Comments 
Bladder Health and Incontinence Management 
1. Gentle reminders are ok but not catheter care. 
 
Sanitation and Infection Control 
Handwashing – No Comments 
Storage and Disposal of Contaminated Items – No Comments 
Isolation Techniques/Precautions with Communicable Conditions ex. MRSA,  
TB, VRE, etc. 
1. Depends on extent of knowledge needed to be near someone with these diseases. 
Importance of  a Clean Environment – No Comments 
Cleaning Techniques for Bathroom, Kitchen, Bedroom and Living Areas 
1. This is a common sense area – by elevating it to a “training topic” you may give 
the message that employees are to function as custodial care providers. 
Laundering Techniques – No Comments 
1. This is a common sense area – by elevating it to a “training topic” you may give 
the message that employees are to function as custodial care providers. 
Safe and Proper Use of Household Chemicals – No Comments 
Safe Storage Methods for Food and Chemicals – No Comments 
Infectious Diseases 
1. Paraprofessionals just need to know University Precautions not specific 
diseases. 
Infection Control/Universal Precautions – No Comments 
Proper Storage and Disposal of Medical Waste i.e. sharps containers 
1. We are not allowed to handle sharps (state law) 
2. Non-medical, not applicable in our field of work.  About the most we would 
have is a pair of rubber gloves and a soiled Depends which we covered well in 
Sanitation techniques and infection control. 
Decubitus Ulcer Care 
1. Non-medical.  Not applicable.  If there are any special dietary needs or 
medication reminders we would be happy to assist but that is where our services 
end. 
2. Need for being meticulous in following treatment plan as prescribed, is crucial. 
3. Requires skilled assessments.  Do not give this to non-licensed staff. 
4. This is critical for folks with severe disabilities. 
 
Living Environment and Home Management 
1. For all money handling/financial advice there is a high liability.  Training is 
extremely important if this service is offered.  We do offer this service and must 
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be very careful.  Families get involved.  The state laws also regulate some of 
these tasks and require court ordered status or Social Security rep payee status 
etc.  The caregiver needs to know exactly what they are getting into because any 
action can be questioned.  Also, high possibility for abuse so checks and 
balances very important.  Again, if the organization offers this service, staff 
must be trained.  There is a significant demand for this service in our geographic 
area.  Actually inventing or recommending investments is totally inappropriate. 
General Home Maintenance – No Comments 
Identification of Hazard and Alternatives for Resolution/General Home Safety 
Guidelines 
1. Agree with higher rating 
2. We always mention to look out for buckled carpet, flammable materials near a 
furnace or water heater, lack of non-skid bath mats, etc.  We don’t expect our 
caregiver to “fix” the problem but we do expect them to notify the agency so we 
have the opportunity to remedy the situation with the client. 
Coordination of Scheduled Maintenance 
1. Job for family, office or care manager 
2. Very important if someone owns their own home. 
Locating Maintenance Assistance 
1. Job for family, office or care manager 
General Shopping 
1. Should be client directed 
2. Shopping, errands, and general meal preparation is a huge part of what we do.  
We would expect that the caregiver rotates fresh food in the refrigerator to 
prevent spoilage, to pay attention to expiration dates.  We also expect that they 
“LISTEN” to the request of the client.  Often seniors are particular about brands 
and sizes.  We want the caregiver to provide a positive experience for the client 
and that means doing things their way. 
Grocery Shopping 
1. Agree to higher ranking 
Comparative Shopping 
1. Keep the same 
Budgeting INCLUDING management and financial or investment decisions 
1. See email for all categories in this area. 
2. This is critical for folks that live in their own apartment or homes in the 
community. 
Budgeting EXCLUDING  management and financial or investment decisions 
1. It’s a conflict of interest and a source of potential liability for caregivers to be 
involved with client finances. 
2. Truly I didn’t understand what budgeting would be if it wasn’t financial?  What 
are we budgeting; the use of toilet paper per bathroom break?  Hmmm.  We 
don’t involve ourselves with ANY financial assistance.  We will, however, be 
willing to drive them to their bank where they can meet with a financial planner 
OR we will be happy to provide a list of qualified, certified financial planner 
who make house calls. 
3. Highly risky for employers to enter into this realm. 
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Assistance with Bill Paying INCLUDING Handling of Client Funds i.e. making 
deposits, writing checks, etc. 
1. I vote 0.  It’s very risky to let caregivers handle finances. 
2. Many people will need this time of assistance regardless of their reason for 
needing LTC. 
3. Do not feel this is appropriate task for any untrained person. 
Assistance with Bill Paying EXCLUDING Handling of Client Funds i.e. 
mailing/delivering bills prepared  
by the client 
1. Zero 
2. We don’t involve ourselves with ANY financial assistance.  We will, however, 
be willing to drive them to their bank where they can meet with a financial 
planner OR we will be happy to provide a list of qualified, certified financial 
planner who make house calls.  We don’t want our hands in their checkbooks to 
assist with bill paying.  There is a HUGE liability there.  A senior thinks that a 
checkbook is not a valuable item however it is.  We would hate to tempt a 
caregiver only to find that a check was taken from the back of the checkbook 
and the client doesn’t realize it until a month later when the bank statement 
arrives with a large deduction.  Fraud and identity theft happens everyday.  We 
don’t want to make it easy so we strictly forbid bill payment assistance. 
3. This is critical for people with live in the community. 
Assistance with Client Funds INVOLVING Management or Fiduciary Responsibilities 
1. Zero 
2. This is critical for people living in the community. 
3. This enters a grey legal area.  Probably better for Case Manager or other trained 
professional staff. 
Organization Techniques 
1. No change, organization techniques needs the objective of efficient and effective 
non-medical paraprofessional assistance. 
Sewing Assistance – No Comments 
Banking/Money Management Skills 
1. This is very important for folks that live in the community. 
Basic Legal Terminology and Issues – No Comments 
Pet Care – No Comments 
Pest Control 
1. Not our job.  We will, however, be glad to make a call to the exterminator. 
Gardening Assistance – No Comments 
Medicare/Medicaid/Benefits Expertise 
1. Having knowledge is important, but expertise is not necessary. 
2. Best if left to a family member or geriatric care manager.  This falls closely with 
financial assistance. 
 
Nutrition and Food Preparation 
Meal Planning – No Comments 
Modified Diets – No Comments 
Portion Control – No Comments 
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Basic Food Preparation – No Comments 
Food Serving Procedures 
1. This is a common sense area – by elevating it to a “training topic” you may give 
the message that employees are to function as custodial care providers.  If 
specialized training required due to INDIVIDUAL need – then training should 
be provided by qualified professional on “need-based” level. 
Food Storage, Identification and Clean-up 
1. I’ll change my answer on this one.  It all relates to the sanitation section. 
2. This is a common sense area – by elevating it to a “training topic” you may give 
the message that employees are to function as custodial care providers. 
Importance/Monitoring of Fluid Intake 
1. Depends on assessment by a professional.  This should not be left to judge by 
paras. 
Basic Nutrition – No Comments 
Feeding a Client 
1. I see lifting a spoon or fork to a client’s mouth as custodial care.  If the client is 
not able to feed him or herself, they are not appropriate for non-medical care.  
Aspiration or choking is too much of a risk and liability. 
Food Safety ex. Maintaining Proper Temperatures – No Comments 
Ethnic Meal Preparation – No Comments 
 
Personal and Professional Communications 
 
Spoken Communications – No Comments 
Medical Terminology (includes working knowledge of medical ancillaries, managed 
care and other entities providing such care) 
1. Not a paraprofessional scope 
Client Communication Assistance 
1. Client specific.  Too comprehensive a statement 
2. Not sure what you really were getting at on this one. 
Telephone Manners and Appropriate Telephone Technique 
1. Agree 
Communication with Families and Involved Professionals 
1. I’ll change my rating on this one.  Not sure how I missed this the first few times.  
It is important with the families and with our agencies, but rarely do we have the 
caregiver talk directly with the professionals. 
2. Depends on the risk factors in family dynamics.  Assessments essential. 
Communicating with Difficult Clients i.e. Memory Deficit, Stroke Clients, etc. 
1. I’ll change my answer. 
Nonverbal Communication 
1. I’ll change my answer. 
Communicating with Hearing/Speech/Vision Impaired Clients 
1. I’ll change my answer.  Boy…I must have been sleeping on this section. 
Appropriate use of Health History and Protected Health Information 
1. Awareness only. 
Awareness of Symptoms and Courses of Acute and Chronic Adult Illness ex. Heart 
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disease, Cancer, Stroke, Diabetes, Lung Disease 
1. Important to the extent that they know it’s time to call and seek out the 
assistance of a medical professional.  They should clearly know not to attempt 
diagnosis. (and they do, they all do.) 
 
Transportation and Recreational Activities 
1. We offer both medical and non-medical transportation but we have a separate 
department with totally separate training.  Again, any one person would have so 
much training to go through to deliver all these services I feel it is not possible. 
Assisting To and From a Vehicle 
1. Part of body mechanics and transferring education 
2. Liability. 
Providing Transportation 
1. If transportation is not available this is critical for access to the community. 
Arranging for Transportation 
1. Client specific.  Too broad for training 
2. Many people have this need and the training consists of making sure people 
have certain phone numbers. 
3. The biggest barrier to participating in the community for most folks receiving 
Long Term Care services is transportation. 
Community Leisure Activities 
1. Client specific.  Too broad for training 
2. It’s “nice” if the caregiver can suggest a community activity but not absolutely 
required. 
3. This is one of the most important areas of support. 
4. What could impact a person’s Quality of Life more?! 
Homebound Activities (includes but not limited to physical activities) 
1. Just think that there is so much to learn that this is a low priority. 
2. Homebound is a Medicare term.  Requires assessment. 
Creative/Stimulating/Appropriate Activities 
1. Just think that there is so much to learn that this is a low priority 
Companionship Conversation 
1. Just think that there is so much to learn that this is a low priority. 
2. Support providers should NOT view their job as serving the companionship 
needs of the consumers they work for – rather they should focus on facilitating 
participation/interaction in the community with OTHERS. 
Basic Card Games/Puzzles/Rules ex. Pinochle, Cribbage 
1. This is important so that the person does not sit around bored. 
2. This supports the person to remember the key things that happened in their 
lifetime. 
Effective Reminiscing 
1. Effective reminiscing is the key if the client is open to it and agreeable.  Going 
back in time and remembering past times and events in one’s life is extremely 
valuable.  It is part of the journey of life. 
2. Meaning to elders life. 
Defensive Driving 
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1. Driving is a tremendous source of liability for the agency 
2. This is only necessary if the worker has driving responsibilities. 
3. I rated this as such because we do a 7-year look-back on each caregiver’s 
driving record.  If it’s a safe record we would use that as part of our hiring 
decision.  In the context of whether or not this should be part of the 
paraprofessional’s training program, I felt it didn’t really fit. 
4. Important to teach this to keep accidents down and cost awareness for 
employers. 
 
Industry Orientation/ Employability/Ethics 
 
Job Seeking 
1. Why should we instruct caregivers on how to find a job?  They work for us.  Am 
I missing something here? 
Interviewing 
1. Same as Job Seeking 1. 
2. If they interviewed well enough to be offered the job, that’s seems fine. 
3. Sticking to my rating. 
Wage Schedules 
1. I don’t understand what this is.  Of course caregivers understand what they are 
paid. 
Employment Opportunities 
1. Same as Wage schedules 1.   
Working Conditions 
1. It’s state law that caregivers be provided with safe working conditions.  
Employment Responsibilities (for both employer and employee) 
1. Ok, I will concede this one. 
Professional Behavior, Grooming and Dress 
1. Agree 
2. This is more person specific.  The person receiving the care would be the one to 
determine what is “professional”. 
Communication and Interpersonal Skills 
1. Agree 
Ethical Behavior and Treatment (includes but not limited to client/patient rights) – No 
Comments 
Time Management – No Comments 
Telephone Skills (includes but not limited to timely receipt/response to calls; timely, 
accurate and appropriate reporting to supervisor) 
1. Reevaluated question and read “accurate and appropriate reporting to 
supervisor”. 
Anger Management 
1. Agree 
2. Whoa – was surprised everyone rated this as a 5.  They must have angry 
caregivers!  Well I think it’s important however if I felt it was necessary for this 
profession I, huh, well I just don’t think the type of person I would be looking to 
hire would fall into needing this types of training.  Most of the caregivers I hire 
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are ones that have an intrinsic desire to help others and are in this profession to 
help and serve others.  They would rather give up a dollar or two an hour more 
to work in the one-on-one care in a home setting then to work in an institutional 
type setting where they are running answering call lights all night long.  Now 
THAT is where they may need anger management classes!  &%$@# 
Coping Skills 
1. Agree 
2. No change in my answer.  Hopefully their skills were already developed through 
life experiences. 
Stress Management 
1. See my response under Anger Management 2.  Similar answer.  Again homecare 
vs. institutional care are two completely different fields.  If you are trying to 
develop a training program unique to homecare paraprofessionals then I think 
it’s okay to touch on stress management however with one-on-one care it’s 
typically far less stressful than caring for 10-12 beds and call lights on every 
shift.  So in that context, my answer remains the same. 
Benefits and Sources of Continuing Education 
1. No change. Just think that there is so much to learn that this is a low priority. 
Decision Making and Problem Solving 
1. Basic prep for paraprofessionals is not enough to give them responsibility to 
make decisions for clients. 
Distinguishing Difference Between Being Employee vs. Friend to Client 
1. In truth the two often overlap. 
2. Boundaries must be kept at all times. 
Working with the Supervisor to Resolve Issues/Concerns 
1. Supervisor needs this skill more. 
Values Clarification ex. Nonjudgmental – No Comments 
Taking Initiative – No Comments 
Sexual Harassment 
1. In homecare we come across an occasional flirtation 80+ year old man.  It’s 
harmless…(and we hope it stays that way.)  We can usually out run them, out 
wit them, and out muscle them.  Awareness is key but again the emphasis is not 
huge. 
Basic Etiquette in dealing with varied populations/health conditions – No Comments 
Appropriate use of Support, Cooperation with Peers, Guidance from Supervisor – No 
Comments 
Insurance ex. vehicle, workers compensation, liability, etc. 
1. No change 
2. The para is not responsible for anything but having car insurance and being 
aware of liabilities. Limited. 
3. These are not issues in which Direct Support Workers need to have expertise – 
however, someone in the agency and/or circle of support for the consumer 
should have this expertise. 
Bond 
1. Bonding not worth the expense. 
2. Client demand. 
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3. No, never. 
4. This protects the employer, the caregiver and the client. 
5. These are not issues in which Direct Support Workers need to have expertise – 
however, someone in the agency and/or circle of support for the consumer 
should have this expertise. 
Scope of Service 
1. I have no idea what this is referring to??? 
Being a Friend to the Client Without Compromising Expectations as an Employee 
1. Very important not to cross over that line between caregiver and friend.  It 
changes the whole dynamics of the relationship and often the quality of care is 
compromised and the client feels uncomfortable and doesn’t know  how to 
handle it so they typically don’t try to handle it. 
2. Don’t understand this question?? Being friend – OR filling role of companion?? 
– can’t answer as I have no expectation that they need to be a friend…rather 
than they can function in  role of companion –  
3. I do not feel an employee should ever be called a “friend”, professional 
boundaries must be maintained.  The situation gets too cloudy otherwise. 
 
Skills/Competencies Significant to Multiple  
Areas of Non-medical In-home Caregiving 
 
Confidentiality Issues and Training also including HIPAA and Privacy Laws 
1. Understanding the importance of confidentiality is imperative; knowing that 
laws is not. 
Observation/Documentation/Reporting of Incidents or Concerns – No Comments 
Setting and Maintaining Appropriate Boundaries with Clients in a Professional Manner 
1. The lines of friendship overlap and I am not sure that is a bad thing.  People 
often hire friends to work for them because the trust is already established. 
Emergency/Incident Response Procedures and Protocol – No Comments 
Cultural/Ethnic and Spiritual/Religious Awareness and Sensitivity – No Comments 
Proper Transfer Assistance Techniques and Understanding  to Monitor/Assist/Support 
all transfers as needed – No Comments 
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